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Abstract
This portfolio contains select pieces of work submitted during three years of training 
at the University of Surrey for the Practitioner Doctorate (PsychD) in 
Psychotherapeutic and Counselling Psychology. Work is sectioned into three 
dossiers: academic, therapeutic practice, and research, with introductions to each. 
The academic dossier includes three essays from each year of training regarding the 
conceptual underpinnings and practice of the humanistic, psychodynamic, and 
cognitive behavioural traditions. The therapeutic practice dossier includes a 
description of each one of my clinical placements and main responsibilities, and a 
final clinical paper where I describe the way that my experiences during training have 
shaped my current understanding and identity as a counselling psychologist. Finally 
the research dossier includes a literature review, and research from two different 
perspectives: qualitative and quantitative. All research has been focused on one 
specific theme, which is the discussion of clients' sexual lives in everyday clinical 
practice.
Introduction to Portfolio
Contained within this portfolio is a map of my journey through these past few years 
of intensive training at Surrey. My voyage has been both exciting and expansive, and 
my process of development as a counselling psychologist trainee has challenged me 
in many ways: mentally, physically, and emotionally. These challenges are visible in 
my work and this portfolio comprises a selection of three academic essays; details of 
my clinical placements and final clinical paper; my literature review; and two pieces 
of research, one qualitative and one quantitative. Before orientating the reader to 
each of these I shall first introduce myself as a person, sharing some of my 
experiences in my decision to train as a counselling psychologist, along with my 
professional development during the course. In the final section I will discuss my 
emerging identity as a counselling psychologist.
Professional and Personal Development
While undertaking this course the pinnacle of my learning has been the realisation 
that a substantial part of what makes therapy work is the capacity to build a 
collaborative and genuine relationship with clients (Hovarth & Bedi, 2002; Norcross, 
2002). However, it is impossible to describe this aspect o f my professional 
development without also discussing details of my personal development, and 
reasons for choosing to study counselling psychology.
I came to Surrey almost immediately after completing my undergraduate 
degree, excited at having found a profession that appeared to integrate my two 
degree subjects: philosophy and psychology. Counselling psychologists seemed to 
apply a philosophical and deconstructive stance to theory research, and practice. 
Counselling psychology also appeared to be an 'underdog' of psychology given its 
relatively recent emergence, and insistence on connecting the concrete world of 
empirical research with the less tangible, mysterious world of emotions. I identified 
with the idea of being a rebellious outsider trying to make a difference, and not 
subduing being and experiencing as inferior to intellect and academic expertise.
While I have been extremely fortunate for the level of education I have 
received, I grew up in an academically focused environment where the intrinsic value
of emotions and their connection to wellbeing was not recognised. To iterate I 
attended a girl's grammar school whereby under-performing children were given a 
time limit to prove their academic potential before being advised to leave. On 
reflection this type of intellectually focused environment is typical of a white British 
middle-class upbringing; but I think that the intensity of academic pressure was 
enhanced by two factors.
Firstly, I believe that at a girl's grammar school with an almost exclusive 
female staff and female headmistress, this situation developed from internalised 
gender prejudices. Women are typically viewed as the incompetent sex in society; 
hence an environment of over-identification with traditionally masculine traits such 
as practicality, performance, and academia was created. An awareness of my own 
identification with a female gender and the fight to be taken seriously by others has 
facilitated much of my interest in feminist theory. This influence is most apparent 
within my literature review in relation to sex and sexuality, because this is an area 
where I believe gender norms are most strongly enacted and women's sexuality 
continues to be misunderstood. Secondly, I was the eldest sister of three girls, and 
remember feeling particularly intense pressure to perform well. Fortunately, I had 
some close confidants to speak to about my school environment, meaning that I 
know first-hand the importance of adequate social support when experiencing 
psychological distress.
Having these experiences has also influenced my engagement during the 
course. It is one skill to study people as a detached and clinical 'expert' in the 
quantitative studies I was exposed to in my undergraduate years, but it is another 
skill entirely to be with people as an equal and emotionally receptive other. My 
struggle to enter the world of emotions and allow myself to feel and communicate 
these affects once in the presence of clients is most obvious within my first year 
essay and final clinical paper. I discuss the use of Gendlin's (1981) focusing method 
on myself, which was a useful tool. It helped to validate my own affect, be kinder to 
myself, and to see my response to clients as a resource to the work rather than a 
hindrance. This tool created a mindful and constructive distance from my anxiety, 
allowing me space to reflect on the extent to which my feelings were occurring as a
result of the client's own pattern of relating, rather than simply emanating from me. 
This realisation also enabled me to understand the importance of being present as a 
fellow feeling-thinking-being entity, and that preoccupation with my own 
performance was detracting from the process of therapy and the client's experience. 
Hence my engagement with clients has been an aspect of my practice that I have 
monitored most throughout my training, leading both my second and third year 
supervisors to cite this as my personal strength, allowing me to experientially 
appreciate the fear of emotions that many clients present with.
The theme of self-consciousness has also manifested though my written work 
and research. From feedback received and through my own personal reflection, my 
work has sometimes reflected a restricted engagement with other work in the field 
in my reluctance to situate myself among these authors. Yet it is also apparent within 
my introduction to the research dossier that I adopted too firm a position regarding 
the physicality of sex, rather than considering this as only one aspect of sexuality. 
Both positions are defensive and finding the middle ground has been my most recent 
pursuit, leading to the consideration of a pluralist perspective.
As a result of this shift to a pluralist perspective my literature review and 
introductions to each portfolio have undergone amendments. Through this process 
what I have come to realise is that adopting no position is less helpful than trying to 
defend a position at the risk of judgement from others, and does not mean that one 
cannot change one's mind. Moreover I appreciate that a perfectionist stance negates 
a major strand of counselling psychology values, which is to engage with the inherent 
complexity, rather than prematurely package it and likely fail. I have also recognised 
that a crucial part of ethical practice is to constantly reflect on and re-evaluate 
theory, research, and practice; and to appreciate the benefits and limitations within 
different ontological and epistemological positions. This position betters client's 
experiences of therapy, the wellbeing of the profession, and one's own engagement 
with and enjoyment of clinical work and research. By highlighting these important 
processes in my own professional development, I will now take the reader through 
the contents of this portfolio.
Academic Dossier
The theme of creating and maintaining a therapeutic relationship, and the different 
types of therapeutic relationship within our roles as clinicians, is a common thread 
running throughout this portfolio and academic essays. My first essay is a chapter 
review by Mearns & Thorne (1999) about the process of empathy within the 
therapeutic relationship. This chapter acts as an instructive practice-manual, which I 
report finding very useful at that time given my lack of grounding in this approach. 
This essay is really my first written piece and my novice status is apparent through 
the language used and relatively little exploration of critiques to the approach. 
However, in the introduction to the academic portfolio I include additional critique 
regarding the difficulties in adopting a universalised approach and the impact on the 
therapeutic relationship. I consider that while a person-centred approach is really 
useful and empirically efficacious, that sometimes clients need different experiences 
of the therapeutic relationship.
The second essay regards the application of Kohut's (1971, 1977) self­
psychology to a client I had worked with in my first year who presented with health 
anxiety, or hypochondria as it was historically named. Through the process of 
learning how to cultivate richer connections with clients in year 1, an increased 
confidence and grounding in practice is evident through the language of this piece. 
An additional critique of psychodynamic approaches have been included within the 
introduction to the academic dossier where I frame my choice of writing about self­
psychology within the context of my second year placement working with children 
affected by domestic violence. I also consider my ambivalent response to classical 
psychoanalytic theory and the changing landscape of psychotherapy.
Finally my third year essay critiques the utility of Ehlers & Clark's (2000) PTSD 
model within a cognitive behavioural framework. The warmth conveyed in this essay 
is also a reflection of my experiences at my third year placement where I was 
working as part of large team of psychologists for the first time, which I experienced 
as a very supportive and collaborative environment. In this essay I focus on the 
relational maintenance of client symptoms as being inadequately covered by this 
model, but assess it overall as a useful approach to working with trauma.
Subsequently I have engaged with other literature related to post-traumatic stress, 
and within the introduction to the academic dossier I provide additional critique of 
this model from a postmodernist counselling psychology perspective using research 
evidence.
Therapeutic Practice Dossier
This section comprises a brief description of my clinical placements and final clinical 
paper. My first year placement was based in a GP surgery, where I offered clients 6-8 
sessions of brief therapy, primarily from a person-centred perspective. I then move 
to a charity setting in the second year working with children from ages 3 - 18 who 
had experienced or witnessed domestic violence, although I mainly worked with 3-8 
year olds. My final placement was at a specialist NHS Post-traumatic stress disorder 
(PTSD) service where I utilised a mixture of Ehlers & Clark (2000) trauma-focused 
cognitive behavioural therapy (CBT) along with elements of Gilbert's (2010) 
compassion focused therapy.
The final clinical paper is the place where I track my development and 
learning curves through each year of training. This paper acts as a summary of my 
professional journey from cultivating connections with clients in year 1, followed by 
learning the language of play in year 2, and the importance of compassion in my 
work with traumatised clients in year 3. A critique of the tensions and limitations 
within the methods I used is contained within the introduction to the dossier, which 
demonstrates my development as a pluralist and critical practitioner.
Research Dossier
My research dossier contains a literature review, which explores different 
approaches to understanding sexual practice and working with clients' sexual lives in 
therapy, and two research projects investigating the discussion of sexual practices in 
therapy. These projects were inspired by a number of factors, one of which was my 
attendance at an 'ethics and sex' philosophy module during my undergraduate 
degree. During this module I noticed that many topics such as the ethics of 
prostitution or paedophilia were met with silence or much less conversation than
normal, which was unusual for the normally chatty group. The discomfort in the 
room (including my own) was quite powerful, and I wondered how people might 
begin to negotiate sexual topics and taboos in therapy. In my first year I also gained 
experience of the potential difficulties in discussing the literal aspects of clients' 
sexual lives in my both my roles as a client and a therapist. This led me to conduct an 
interpretative phenomenological analysis (IPA) in year 2 focused on the role that 
clients' sexual lives play in everyday practice for clinical and counselling 
psychologists, and a quantitative investigation in year 3 using a content analysis 
methodology and coding therapy transcripts for sexual language.
I discuss in the introduction to the research portfolio that I learnt that no 
research agenda is neutral. My single-mindedness in pursuing a focus on genital 
sexuality has produced some really useful findings, but at the same time missed a 
degree of contextualisation within the broader literature base. I have also realised 
that I carried a level of gender and hetero-sexualised norms without fully realising 
the extent of these, and that many clients attending therapy will too. This led me to 
consider the social construction of sexuality within my recently amended literature 
review, and has contributed to my growing capacity to take a continually critical 
stance to theory, research and practice.
Counselling Psychologist Identity
Working within three different models has allowed me to trial different ways of 
being with clients; and engaging with theory, research, and a range of critiques of 
these models has helped me to develop my identity. All models have something to 
offer in building up a solid therapeutic relationship and working alliance with clients. 
In person-centred practice, I found that for me that this was through the focus on 
empathie and genuine communication, and focus on the subjective experience of 
clients. In psychodynamic therapies I found that the strength was though the use of 
self and focus on early relationships and interpersonal processes, and in CBT the 
collaborative structure and attention to building a working alliance through clear and 
defined goals. While in my final clinical paper I report that gently implemented
8cognitive behavioural approaches appeal to me most, I have gained invaluable skills 
from all these methods, and experienced frustrations with all too.
Re-writing segments of this portfolio has allowed me to assume a more 
critical stance to these models, and to not blur boundaries so easily. For instance 
much of the comfort I gained from adopting a cognitive behavioural perspective was 
because of the flexible and integrative way that this was practiced in my third year. 
My use of the Ehlers & Clark (2000) PTSD model was diluted, amplified and 
temporarily discarded in cases such as with Ms Janet, as described in my final clinical 
paper. My lack of recognition of this as a flexible approach to practice was likely 
because clinical and counselling psychologists with integrative trainings ran the 
service, and understood the rationale for such adaptations. Therefore the constant 
across my training has been my capacity to utilise different perspectives when 
relevant to clients' concerns, which I gleaned from my academic training and peer 
supervision /  development groups from Surrey. As a result I have come now to settle 
on a pluralist identity that pragmatically places the clients' goals at the centre of 
therapy (Cooper & McLeod, 2011), but to do so as an active and calculated choice, 
not a defensive strategy by acknowledging the tensions within each model. It is a 
person-centred idea to meet clients where they are, but not to collaboratively 
discuss the methods of achieving their therapeutic goals or curiosities. To me, this 
idea appears the logical next step in developing a truly collaborative working alliance.
While I have not strictly practiced within a pluralist framework, I appreciate 
that it is also not without tensions. Clients do not always have clear goals, may 
develop goals that appear unhelpful, and may struggle to form a therapeutic 
relationship. Nevertheless I believe that engaging in these dialogues with clients is 
also the process of therapy. Given the evidence that clients are the strongest factor 
in making therapy work (Cooper, 2008; Wampold, 2001), pluralist stances may hold 
the most use for my future practice when I engage with these dilemmas once again 
and begin the cycle of learning anew.
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Introduction to the Academic Dossier
This dossier includes three essays from each year of training, and each written from 
three different therapeutic perspectives: person-centred, psychodynamic and 
cognitive behavioural. All have their own unique flavour and voice reflecting my 
development, and also reflecting the tonality of the placement context I was working 
from at the time of writing. I will reflect on each briefly here.
In the first essay I review a book chapter on the core condition of empathy 
from a Rogerian client-centred perspective. This review was written at the start of 
my training, and in this chapter my struggle with the uncertainty and vagueness of 
the person-centred model is clear. Having worked at two subsequent placements 
following this first year has since allowed me to reflect further on the underpinnings 
to the person-centred approach as a whole and its utility. For example, my grapple in 
first year with understanding what 'to do' in therapy discounted that being with a 
client and developing both an attitude of receptivity, and the skills to empathically 
listen and respond, was just as effective as anything I could have done. Consequently 
this initial position was likely a reflection of my own performance anxieties.
In recent years person-centred practitioners have focused on communicating 
and demonstrating the efficacy of their approach as comparable to more popular 
contemporary therapies such as CBT for a range of client difficulties. To present this 
research I have included meta-analyses with a broad range of research designs 
because from a pluralist perspective, each has something unique to offer. Qualitative 
approaches allow an in-depth access to the particulars of each client's outcome, and 
quantitative studies allow an overview of general trends within a particular culture or 
client group. Randomised control trials are useful for comparison to a wait-1 ist 
control to exclude the confounding variable of natural recovery rates, but also often 
do not reflect the complexity of clients in naturalised settings (Rizq, 2010).
Elliot, Greenberg, Watson, Timulak & Freire (2013) conducted a recent meta­
analyses of compiled evidence for humanistic -  experiential therapies (HEPs) 
including person-centred therapy (PCT) utilising qualitative data as well as pre-post 
comparisons, several randomised controlled trials, and comparative studies. The 
thorough review of this evidence demonstrates that HEPs offer equivalent efficacy
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for client change as CBT. This was particularly the case for interpersonal problems, 
but also for depression, with emotion-focused therapy conditions showing lower 
relapse rates. Importantly the authors also concluded that PCT needed to be carried 
out by a bona-fide person-centred practitioner due to the confounding variable of 
therapist allegiances. Such research is helping to combat a common stereotype that 
person-centred approaches are a 'soft' approach, and that they do not require skill.
Nevertheless, person-centred approaches have been critiqued for their 
application of a universalised approach to clients through the delivery of Roger's 
(1957) core conditions (primarily empathy, unconditional positive regard, and 
congruence), thus neglecting client's social contexts (Milton, 2014). One concern is 
that the quality of a genuine and caring therapeutic relationship, which is central to 
PCT, appears unrelated to outcomes for certain clients. Cooper (2004) reports that 
some studies have found that clients who present with either low or high levels of 
perfectionism do not appear to benefit from a focus on the therapeutic relationship. 
Additionally Bohart, Greenberg, Elliot & Watson (2002) concluded from their 
research that particular clients do not respond well to an empathie and accepting 
therapist; namely those who are untrusting, rebellious against authority, highly 
sensitive and with low motivation.
These findings also mirror my own work in a PTSD clinic where it was my 
experience that for some clients, the expression of warmth could be perceived as 
threatening if receiving care had been intertwined with prior abuse. Rogers (1957) 
does state that clients must be able to experience the core conditions, but he does 
not consider that sometimes therapy might result in an absence of manifest 
empathy. This absence of manifest empathy would serve the same purpose as 
Roger's (1957) aims: to build relational trust for an effective working relationship 
while appreciating that this stance can still produce positive results.
Moving onto the psychodynamic section of this portfolio, I present an essay 
where I argue that hypochondria is a narcissistic formation using a Kohutian self­
psychology framework (1971, 1977) with a client that I worked with in my first year. 
This piece of work reflects my ambivalence with regards to classical psychodynamic
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theory and therapy because I chose to adopt a framework that emphasized empathy 
again as opposed to instinctual drives. There is a likely explanation for this.
Firstly, Kohut (1971, 1977) emphasizes the role of the environment in 
developmental processes, which was particularly pertinent in my work at a children's 
charity at the time I was writing the essay. Attachment theory has been well 
established (Ainsworth & Bell, 1970; Bowl by, 1969; Cassidy & Shaver, 2008) and the 
large power differential between the children and myself was evident, as I 
understood experientially the degree of responsibility caregivers have in the role of 
child development. Adopting this stance however does not entail that children have 
no agency, and Kohut's theories have been critiqued for endorsing naive- 
environmentalism (Tyson & Tyson 1990), which on reflection I think is also true. 
Indeed agency may be very restricted for a child growing up in an abusive 
environment, but Kohut's inability to recognise the capacity o f the client to act on 
their environment is unhelpful. For instance dissociation is one such common 
response to trauma (Target, 1998). While dissociation can create vulnerability for 
psychological difficulties later in life, it does also illustrate that people can and do 
find ways to adapt to their environments.
Secondly when considering the research, studies involving psychodynamic 
therapy for children and adolescents usually feature small sample sizes, meaning that 
it is hard to assess their effectiveness (Palmer, Nascimento, & Fonagy, 2013). 
Currently, there are not an adequate number of studies evaluating the same 
psychodynamic intervention for populations where the outcome measures used are 
sufficiently similar so that the low statistical power due to sample size can be 
bypassed. It is also difficult at this stage to identify which aspects of the varied 
psychodynamic treatments (e.g. techniques, characteristics of clinical settings etc.) 
are associated with positive outcomes, which is complicated by the considerable 
variation in the ages of the participants in these studies. This is especially relevant as 
play techniques are usually reserved for younger children. However, based on 
Palmer et al.'s (2013) exhaustive review of the research literature, preliminary results 
indicate that psychodynamic therapy can be beneficial for younger children, 
especially in the context of early neglect or those involving maltreatment by the
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family. It is also apparent that inclusion of the family is paramount for therapy to 
succeed, particularly for children presenting with 'internalizing', rather than 
'externalising' or behavioural difficulties. Ray, Bratton, Rhine & Jones (2001) also 
conducted a recent meta-analysis of 94 studies and found that non-directive play 
therapies appeared to show slightly greater outcomes than directive therapies such 
as CBT. This finding may also explain why when I stopped making so many 
interpretations in my own work with children; I experienced greater gains as 
reported in my final clinical paper.
Moving onto my final essay I discuss the benefits of Ehlers & Clark's (2000) 
model for PTSD, but recent literature reveals that the evidence may be less 
compelling than initially thought. There is not yet a clear evidence base for complex 
trauma (which I was working with in my third year), and Wampold et al.'s (2010) 
meta-analysis found that 'bona-fide' evidence-based PTSD treatments i.e. trauma- 
focused cognitive behavioural therapies were not as effective as claimed. The 
authors state that outcomes were likely to be attributable to common factors such as 
the collaborative relationship, critiquing the primacy of the trauma-focused 
component such as presented in Ehlers & Clark's (2000) model.
Curnow (2007) also outlines a number of damaging critiques for cognitive- 
behavioural therapies based on the importance of inter-personal factors in 
promoting robustness to the effects of trauma and in therapeutic interventions. For 
instance that the capacity of a mother to reflect on her child's feelings appeared to 
predict secure attachment, which Fonagy et al. (1995) understands to create 
resilience against the impact of trauma. Limited social support and avoidance of 
emotion have also been cited as risk factors for PTSD, again stressing the importance 
of relationships in helping to process trauma (Ehlers & Clark, 2000). Furthermore 
Target (1998) reviewed the literature and concludes that the re-living of traumatic 
memories is usually very unreliable. Target (1998) argues that if one considers the 
inter-subjective process with the therapist, reconstruction of memories often 
emanates from a desire to please the therapist given the common dissociative 
aspects present in many trauma memories.
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If memories are re-constructed with the therapist in session, then any 
number of exploratory approaches could have usage with trauma, and narrative 
therapies are already utilised. Curnow (2007) states that 'active listening' is likely to 
be the central component within therapies that work with PTSD, bearing similarities 
to many other therapies and again suggesting the primacy of common factors. These 
findings also seem to support Shedler's (2010) finding from his meta-review that all 
therapies generally work through psychodynamic factors such as focusing on 
interpersonal experiences and emotional processing. Therefore in attachment terms 
it is possible that the therapist is acting as a secure base when conducting trauma- 
focused work, allowing the client to explore and process their traumatic memories.
A final consideration regards the use of diagnosis when working with clients. 
In my experience diagnosis can have mixed impact, with some clients appreciating 
them (or at least they did with PTSD) and others do not. However, as argued in other 
sections of the portfolio such as the literature review, diagnosis presents a static 
process that does not acknowledge the role of the diagnoser in the construction of a 
presentation of PTSD. Furthermore an expert-stance is not helpful, because this 
places the client in a dependent position, indicating that clients may be less likely to 
assume responsibility for aspects of their recovery. Clients may also have to bear the 
stigma of having a mental health condition, when definitions of mental illness are not 
objective, and contextually bound within social contexts (Cooper, 2004). Therefore it 
is important to understand and question client's understanding of diagnoses, 
because as I describe in my final clinical paper with Ms Janet, diagnosis can at times 
have a negative effect.
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Essay 1: A review of 'empathy' by David Mearns and Brian Thorne from 
the perspective of a counselling psychologist in training
introduction
This review of 'empathy' by Mearns & Thorne (1999), is written from the perspective 
of a counselling psychologist in training, and evaluates how useful, rich, and coherent 
the material is. The review also covers the way in which the chapter uses theory, 
relates this to research, and how it contributes to sound practice. In this review I 
identify four key aspects of the chapter, which are:
1) Empathy as a process and the empathy scale
2) The edge of awareness
3) Reflective practice
4) The importance of empathy
I elaborate on these, while critically evaluating strengths and weaknesses 
throughout, and explain why the chapter appeals to me in relation to my own clinical 
experience. I also point out unique aspects of the chapter, and the contributions it 
makes to the literature.
The notion that empathy or empathie understanding is o f central importance 
to the therapeutic relationship was first described by Carl Rogers. He stated that the 
therapist should aim to "sense the client's private world as if it were your own, but 
without ever losing the 'as i f  quality" (Rogers, 1957, p.226) so that we can still 
distinguish the client's experiences and feelings from our own. Of equal importance 
is the stipulation that the therapist "endeavours to communicate this experience to 
the client" (Rogers, 1957, p.221).
While there seems to be a general consensus amongst therapists that 
empathy is indeed imperative to the therapeutic relationship (although there are 
those who disagree), there has been much speculation and debate over what 
empathy actually consists of. The chapter I have chosen to review here is one that 
takes a holistic approach to empathie understanding, and for this reason it is one 
that I have found very useful in my clinical experience as a counselling psychologist in
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training. The book is aimed at being more of a practice manual rather than a critical 
academic review of empathy. Therefore all my evaluations are based around this 
factor.
The Process of Empathy
The chapter begins with a description of empathy as a process or way of being, 
rather than an isolated response or series of empathie responses. This is eloquently 
described as "empathy is like a cine-film whereas empathie responses are still 
photographs of that moving process" (Mearns & Thorne, 1999, p.44). Many 
practitioners have solely focused on the portrayal of empathy as a reflection of the 
client's responses by repeating them back to the client. A classic example is Egan's 
(2009) formula of empathy, which states: "you feel... [here name the correct emotion 
expressed by the client] because... [here indicate the correct thoughts, experiences, 
and behaviours that give rise to the feelings]" (p.167).
I believe that part of this confusion comes from the statement Rogers made 
that empathy is a reflection of feelings, which has perhaps been misinterpreted as 
constituting the whole of the empathie response, and which he famously regretted 
saying (Rogers, 1975). Within this view, reflection of thoughts and feelings are but a 
small part of a larger whole between the therapist and client. From my experience of 
working with clients, I found that when I review and interpret my responses to the 
client in isolation from one another, I lose part of the sense of empathy. Empathy is 
the whole process i.e. how one response fits in relation to others within each 
session, and also between sessions as time goes on. Similarly, I think empathy also 
encapsulates the physical sensations and non-verbal emotional reactions within the 
therapist and client. Looking at the words alone does not give the full picture.
This view is also taken by Spinelli (1994) who warns of the dangers of treating 
empathy as just reflection as: while it may succeed in capturing' the experience in 
isolation, it fails to grasp it within its relational context to the being....who 
experiences it" (p.338). Similarly Binder (1998) also notes that empathy is a huge task 
as: "it only succeeds if the therapist not only understands empathically what is
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happening in the patient, but also what he or she wishes and is able to communicate 
and what he or she understands, and what he or she needs and when'' (p.218).
When one thinks of all the things that empathy needs to happen, it can be 
daunting for a trainee such as myself. The focus on process and widening the view of 
what empathy actually is seems to be a theme that runs throughout the modern 
literature on the person-centred approach. There are masses of articles which put 
forward suggestions as to all the components which make up empathy, such as 
Sanders, Frankland & Wilkins (2009) who detail things such as paying attention, 
perspective-taking, expressing concern, accompanying, and knowing the client. I find 
myself agreeing with many of these authors and their suggestions, but it is hard for 
me to envisage exactly where they feature in my practice until I analyse recordings 
after the session. This is where Mearns and Thorne's (1999) chapter becomes unique 
in that it stays very basic and experiential in the way in which it describes how 
empathy occurs and how one may recognise it: "she isn't just thinking about his 
feelings; it is likely that she too will be experiencing the same general 'tightness', or 
constricted throat that precedes his crying'' (p.42).
These descriptions of how empathy feeis is very useful to me at this stage in 
my training, allowing me to use my own internal bodily reactions to gauge what the 
client may be experiencing. It is very possible that noticing all the components of 
empathy may only ever be useful as a post - reflective task, if it means that I risk 
losing my sense of flow and process in the session due to preoccupation with giving 
correct responses. This is indeed the view put forward by Mearns and Thorne: that 
a good empathie response does not have to fit a checklist, but is merely an attempt 
at accurately understanding the client's world. This statement is also very person- 
centred in itself, as it relies on the fact that the counsellor trusts himself to deliver 
empathy by feeling the process of interaction, and not relying on a criterion of what 
constitutes good empathy. This touches implicitly on how comfortable it is to feel 
alone in the therapy room without tools or set criteria to fulfil, and the actualising 
tendency. I shall return to this point when I look at the edge of awareness section of 
the chapter.
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The authors go on to talk about an empathy scale as a way of helping trainees 
to understand different types and levels of empathie responses, based on a 
simplified but similar scale devised during Truax & Carkhuff's (1967) research on 
empathy. The scale begins at zero empathy whereby the counsellor's response 
reflects nothing of what the client says, perhaps in a damaging way, such as a 
judgement or accusation. The next step is a partial understanding, which loses some 
aspects of the client's response; followed by accurate empathy, which encompasses 
all that the client has intended. The final level is called depth reflection or advanced 
empathy whereby the counsellor has picked up on something the client has not 
directly said, but might have implied.
Mearns and Thorne (1999) stress that is it the sensing of the whole of the 
client's experience that is the empathy, and words or actions merely signpost this 
sensing. They also emphasize that it is the willingness and struggle to understand 
that remains the most important so that any empathy apart from zero empathy is 
acceptable. The main point iterated here again is to go non-assumingly from the 
reference point of the client, while ensuring to check out anything with them. So for 
instance, if a person has a very external locus of evaluation, or is unable to evaluate 
their own feelings fully, then depth reflection would need to be very carefully 
instigated (if at all) for fear of the client adapting the counsellor's suggestions, and 
turning them into interpretations. In my view, this is Mearns and Thornes' way of 
trying to endorse sound practice, by taking great pains not to impose any damaging 
interpretations on the client. This is particularly relevant for a trainee such as myself 
who is less able to tell how much of what I say is from my own frame of reference 
versus the clients'.
The Edge of Awareness and 'Focusing'
This point leads me nicely onto a later part of the chapter, which is related to depth 
reflection, but takes it much further by using the technique of 'focusing' on things at 
the edge of awareness. The idea came from Gendlin (1981) and is an elaboration of, 
or a way to go into depth reflection more fully. In Gendlin's view it is often not the 
current feeling that is important, "but the underlying feelings and responses of which
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the client is not yet quite aware" (Mearns & Thorne, 1999, p.52). Gendlin devised a 
series of steps that a counsellor goes through with the client. The counsellor asks the 
client to focus on the sensations and feelings in their body and mind that occur when 
they think about a particular issue and try gently to verbalise them, checking out all 
the time that they accurately represent that 'felt sense'.
Upon reading this part of the chapter, I found myself shouting hallelujah 
because it suddenly felt as if I now had a goal and direction to go in with clients. The 
aim was to try and explore these felt senses and underlying sensations as a way to 
take therapy further, and to give me insight into what was most useful to work on 
with the client. In brief therapy in a time-pressured environment, such as within the 
NHS, this aim may serve a useful purpose as a way of moving the therapy forward in 
a definite sense. 'Focusing' could act as a way of easing one out o f the discomfort of 
not knowing if one is tapping into the 'right' stuff, and evaluating whether or not 
therapy is useful.
However, using the idea of the edge of awareness as a direction seems to 
defeat the purpose of Roger's original motive of being non-directive and client led, 
but this chapter does not address or explain this apparent contradiction. While the 
idea of what non-directive really means has been hotly debated (Wilkins, 2010), 
perhaps this mismatch between classical person-centred theory and the use of 
techniques like focusing can be settled if we consider what Wilkins (2010) concludes: 
that the primary concern is simply about actively avoiding any use of power (even 
benevolent power) over our clients. Rogers himself also began using 'focusing' later 
in his career, and noted how important the felt sense is in uncovering crucial client 
material (Rogers, 1975). Therefore this idea reflects the changing shape of person- 
centred counselling to something that does allow for some level of direction if 
appropriately applied and the impact monitored. This way, I can retain the mind-set 
of 'not -  knowing', ensuring that I stay open to the client's experience by not 
presuming what will work.
This powerful ability to tolerate 'not knowing' is described by Havens (1982) 
as hugely important for genuine empathie understanding and therapeutic efficacy. 
This also relates to trusting the actualising tendency, our "innate capacity in all
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human beings to move towards the fulfilment of their potential" (Mearns & Thorne, 
1999, p.10). We must trust in ourselves and in the client to use the information and 
skills we have to the best of our abilities and knowledge. It is easy to see how 
upholding the actualising tendency of the client can be tricky in environments such 
as the NHS, which favours systematic or sometimes manualised delivery of therapy, 
the bounds of which have been previously dictated by research trials. In this case 
there is a clear assertion of power over the clients' choices, which are not addressed 
by Mearns and Thorne. However, we may not expect that this would be covered, 
given that this is a practice manual for beginning therapists.
Reflective Practice
A substantial section of the chapter centres on the reflective practice of the 
therapist, and ways of developing that. Mearns and Thorne (1999) detail a way of 
using the 'focusing' technique on ourselves when one reflects on their client 
relationships to see if anything is thrown up or missing. For instance one of the 
questions to ask oneself is: ''who am I in our relationship?" (Mearns & Thorne, 1999, 
P 57). This is a great suggestion and the fact that they detail how to do this rather 
than just warning the counsellor to be reflective is another huge strength. This allows 
the counsellor to live as they preach, as well as gaining a full personal insight into 
how 'focusing' works, which may be of use when instructing clients. This is 
particularly important for a trainee like myself who may find it harder to grasp 
exactly what the inter-personal process is in client interactions.
The authors then go on to discuss blocks to empathy and what happens when 
the counsellor cannot clear her mind ''to 'receive' what is happening in the client" 
(Mearns & Thorne, 1999, p.59). They list: personal theories, prejudices, personal 
fears and needs, and how they may shape responses. This includes over­
identification with the client in thinking that what helps oneself will help them too. 
They make a very important point that even established theories confirmed by 
research are only ever averages, and say nothing about the particular individual's 
experiences. They carry the risk of being damaging, and the authors act very 
responsibly by detailing these forms of 'false empathy' as warnings. This example is
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another way in which the authors are promoting the realities of sound practice and 
the meticulous and continuous scrutiny it involves, but the authors do not explore 
here how this might be at odds with modern day health care practice, which is 
heavily informed by research trials.
The Importance of Empathy
Finally, the authors concisely list some of the most famous research conducted into 
empathy and how and why it might promote change in the client. They list many 
studies that have found a positive association between empathy and positive 
outcome across a range of clients, including schizophrenic patients whose conditions 
appear to worsen when empathy is not present (Rogers, Gendlin, Kiesler, & Truax, 
1967) They go on to discuss why empathy might help a client. They list examples 
such as dissolving alienation, conveying a struggle to understand the client, as well as 
increasing self-empathy as a consequence of 'focusing'.
In such a short space, this is a very detailed review of what might be going on, 
and why it works. However, because it is so short, there is no critical analysis of the 
research involved. Similarly, a lot of reasons why clinicians think empathy is effective 
still remains a mixture of speculation, interpretation and therapists' theories. Mearns 
and Thorne s (1999) suggestion that research needs to look more at empathy as a 
process, brings up the issue that past research has just assessed empathy as a series 
of responses, or snapshots. This implies that researchers do not know how complex 
(or simple!) the interaction between empathy and outcome is. Something that the 
authors mention at the end of the chapter is how empathy as a process is 
inseparable from unconditional positive regard (DPR, an unconditional warm 
acceptance) and congruence (genuineness) in the counsellor. Therefore, any 
research that shows a positive correlation of empathy with outcome is also likely to 
be measuring congruence and UPR, making it hard to tease out the effects of 
empathy alone amidst so many other variables. However, this critical analysis falls 
outside the aim and purpose of what the authors were trying to achieve, so it cannot 
be a full criticism.
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Conclusions
To summarise, the chapter looks at how empathy consists of a wider process 
between the client and therapist. It explores why empathy might be useful to a client 
and how it works, as well as discussing the technique of 'focusing' and why this is 
helpful in the person-centred approach. The authors warn of the dangers and risks of 
false empathy and how easy this is to fall into. They also give concrete suggestions of 
how to install reflective techniques and continuously check them, which are 
invaluable in establishing an ethical and effective practice.
My review often addresses implicit issues that are raised in the chapter rather 
than explicit ones. This is due to the nature of the text as a practice manual, which 
skims over some of the theoretical implications (although more theory is addressed 
in other parts o f the book). When they do link theory to research, they use the most 
important examples and prominent works, as well as making suggestions about how 
it could be improved, which makes it easy to understand, and serves as a very useful 
background. What I like most about the chapter is that it goes from describing a 
snapshot of empathy (the empathie response), to a wider view (the empathie 
process), to the consequences of this (self-empathy, and other processes within the 
client). This approach encompasses how the therapist's efforts impact upon both the 
client and therapeutic relationship.
Overall, I feel that this chapter is most useful for people in my position, who 
already have a basic knowledge of typically empathie responses and person-centred 
theory, and have had some practice in delivering them. Similarly, this chapter will be 
of most use to someone who adopts the person-centred philosophy and can trust in 
their own process and be reflective enough to devote themselves to the client's 
frame of reference. The chapter has served me well in bridging a link between this 
basic knowledge and how to implement and view these responses in the therapy 
room, and this is a major strength. This book is quite unique in the way that it is able 
to do this, however from a counselling psychology perspective it is also important to 
supplement it with other literature which is perhaps more critically evaluative, 
examining, and exploratory.
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Essay 2: How would you work psychoanalytically with a diagnosis of 
Hypochondria?
Introduction
According to the DSM-IV-TR (American Psychiatric Association, [APA] 2000), 
hypochondria (hypochondriasis /  health phobia /  health anxiety) is classed as a 
somatoform disorder with the following summarized criteria:
A: Preoccupation with fears of having a serious disease based on a 
misinterpretation of symptoms
B: The patient is not reassured by a negative medical examination 
C: Symptoms are not related to delusions or restricted to specific concerns 
about appearance
D: There is significant functional impairment
E: The duration of symptoms is at least 6 months
F: Symptoms are not explained by another mental disorder
There has been much confusion historically amongst therapists and mental 
health professionals about what kind of disorder hypochondria really is, because it 
shares similarities to other types of disorders with some clear overlaps. For instance, 
it involves a chronic state of worry, like an anxiety disorder. In particular it has strong 
links with obsessive-compulsive disorder, because in both conditions there is an 
excessive rumination about the feared object, along with desperate attempts to 
soothe this anxiety. An example is regular visits to the doctor and need for constant 
reassurance in hypochondria. Some would say that hypochondria is really a form of 
masked underlying depression, which the client is trying to express somatically 
(Starcevic, 1988). Other authors also compare to it psychosis for its delusional quality 
(Crockatt, 2006), while others say it is more of a character trait (Starcevic, 1988). This 
confusion is added to by the fact that clients with hypochondria have a reputation 
for being extremely difficult to treat, and there is much less written on the subject 
than some other disorders. Fine (2011) says: "Freud acknowledged this poorly
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understood disorder as an awkward gap in his theories" (para.3). The essence and 
origins of hypochondria are clearly hard to grasp, and in medical settings and primary 
care, cognitive behavioural therapy is often used to treat the illness preoccupation 
(Abramowitz & Braddock, 2008).
Throughout this paper I argue that in line with Kohut's (1977) self-psychology 
theory of narcissism, hypochondria is in fact a symptom or communication of an 
underlying structural self-disturbance, and this is why it appears to overlap with 
other diagnostic categories. I use a case example to illustrate why I think this might 
be the case, and how someone might work with a client presenting with this issue in 
their clinical practice using affect regulation, empathie mirroring, and working within 
the transference as Kohut (1977) suggests. I also fuse later ideas from other writers 
with recent research findings that complement Kohut's approach to 
conceptualisation and treatment of hypochondria as a narcissistic expression.
Hypochondria as a Narcissistic Formation
To begin, I wish to clarify how I agree with the consensus in the literature that 
hypochondria is actually a kind of narcissist formation (Manly, 2011). There are 
variations in theories of narcissism, but most agree that through experiences in 
childhood, a kind of grandiose self is created whereby the person needs to be 
admired and seen as perfect, and repeatedly seeks this affirmation from others 
(Jacoby, 1996; Kohut, 1977). Kohut (1977) writes that these clients present as over- 
dramatic, excitable and tend to romanticise and idealise things. As theories of 
narcissism have grown more complex, and as understanding of the concept has 
grown, many concur that the degree of narcissism can vary, and be more overt or 
covert depending on the individual. For instance Masterson (1993) refers to "closet 
narcissists" as opposed to "exhibitionist narcissists" (p.4), where in the latter case the 
grandiose self is more apparent in their presentations, and they hold an attitude of 
entitlement and superiority. All narcissists however only hold this grandiose sense of 
self in order to compensate for the low self-esteem and feelings of inadequacy that 
perpetuate their underlying view of themselves.
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Masterson's (1993) view seems to me to be a matter of degree in that the 
more there is a dominant presentation of a grandiose self, perhaps the more severe 
the pathology is, and the more unacceptable and repressed the feelings of shame 
and inadequacy are. This means a closet narcissist would be affected to a lesser 
degree, and would have conscious access to their feelings of inferiority and shame as 
well as their desire for praise and admiration. This relates to hypochondria because 
in hypochondria there is an obsession with a perceived bodily disturbance, which 
becomes a major focus of the person's existence. It is as if the perceived disturbance 
or injury to the body becomes such a threat to the client's self-image that they work 
frantically to try and fix this by seeking continuous reassurance from others. It is as if 
the affected person has a fragile sense of self that has suffered an unbearable injury 
and hypochondria acts as a defence against the emerging feelings of shame, 
inferiority, confusion, and uncertainty. In fact Kohut (1977) describes this feeling as 
so great it's feels like an "inner dead ness" (p.5) that they do not know how to face. 
Hypochondria therefore, seems characteristic of a narcissistic injury that has been 
expressed somatically. Hence it follows that therapies for narcissistic disturbances 
should also apply to hypochondria. With this in mind, and using my experience of a 
client referred with hypochondria, I shall examine potential options.
A Kohutlan Perspective
When considering therapeutic methods, Kohut (1977) primarily refers to the need 
for empathie mirroring of the other, which is fundamentally an attitude of curiosity 
while attempting to understand the client's inner experiences and communications. 
Reflecting their words back to them allows the client to know they had been heard 
by the therapist and taken seriously. "This then, leads to their ability to later accept 
outside information from the therapist" (Rand, 2011, para. 4) Kohut's is clearly a very 
relational approach, and actually it seems that he realises the importance of other 
people when considering the way in which selves and personalities are actually co­
created. There is now a wealth of evidence to support what Kohut says about the 
impact that the caregiver's degree of empathy has on infant development, as 
summarised by Gerhardt (2004).
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This evidence does also go against Freud's idea (as cited in Crockatt, 2006) 
that narcissism occurs where the libido is wholly turned inwards to oneself away 
from any objects i.e. the person is not connected at all to others. In the literature at 
least, lots of these clients seem to have similar childhood experiences, which 
disenabled them to regulate their emotions in the most healthy or useful way. For 
example, I worked with a client (whom I shall rename 'Miss Amble' to protect her 
identity), who presented with severe health anxiety, namely recurrent and disabling 
fears of developing cervical cancer following a sexual incident whereby she 
contracted an STI. The STI had been swiftly and fully treated and eliminated however 
she could not rid herself of the idea that she was dying contrary to multiple medical 
and professional opinions. She reported no hostile feelings towards her caregivers as 
she idealised them, yet her reports of her parents appeared punitive and demanding 
of her.
Miss Amble stated that her father was distant emotionally, but often took the 
time to go over her homework and make sure she got all the right answers. She 
described how he could sometimes become verbally and physically aggressive with 
her when she struggled to understand things. She described her mother as nice but a 
passive figure who also wanted her to do really well academically. Jacoby (1996) 
describes how when a parental figure puts exceedingly high demands on their child, 
such as academically, it results in mutual disappointment. I think this was true for 
Miss Amble, but at the same time whenever she did perform well, she had praise 
showered upon her, so it did not always result in a mutual disappointment, but this 
was always the background fear. Therefore I find myself agreeing with Jacoby (1996) 
who writes that the grandiose self in narcissistic development may actually have 
been encouraged by the caregiver sometimes, rather than arise purely as a defensive 
mechanism. This highlights a real inconsistency in parenting, and Kohut (1977) talks 
about ruptures in empathy when he describes the mother's ''inability to respond to 
the child's total self' (p.76). This means that certain aspects of the child's character 
become developed very well, and others just not at all, remaining immature and 
concealed from the caregivers in order to maintain the bond with them. This can 
leave someone with a sense of shame and fear about these disavowed aspects, and
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they continue to relate to others in an idealised way because their personality is 
incomplete, not integrated, and stuck at an immature level. This was certainly the 
case when I worked with Miss Amble.
A Working Model
Kohut's (1977) theory has the most use for practical application in my view, and he 
also makes reference to a three-step model summarized below:
1) Defence analysis.
2)Transference interpretations linked to the client's narcissistic vulnerabilities 
and the idealisation of the therapist.
3) Encourage empathie communication between the client and other, and in 
doing so help them to choose healthier self-objects to associate with.
The way that I understand this model is as follows. Step one basically involves 
pointing out to the client how the grandiose self is operating e.g. how they seem 
prone to perfectionism and exploring with them what it would mean to fail. This puts 
them in touch with some of the painful feelings of shame and inadequacy in the 
presence of an empathie other. Step two (which was lacking in my work with Miss 
Amble) is to iterate within the therapy how they are using their grandiose self, how 
they idealise the therapist, and how they might be acting to try and evoke a positive 
response from the therapist. Kohut (1977) argues that this is more beneficial and 
empathie than trying to point out how their caregivers failed them and making them 
relive this trauma.
I agree with some of what Kohut theorizes, based on Miss Amble's reaction 
during the brief integrative therapy she undertook with me. She really struggled to 
access any negative affect towards her parents, although she did see how the 
dynamics helped to perpetuate her current symptoms. It seemed like this realisation 
however did not progress the therapy, as she did not undergo any working through 
of this trauma, and I feel now that six sessions was too brief to bring this up. On 
reflection it would have been better to work in the transference as Kohut suggests.
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An exception of course is when the client wishes to delve into their childhood 
experiences and in accordance with empathie mirroring, this should be the route to 
take with the client. Therefore I agree with Kohut that it should not be the primary 
aim of therapy to make conscious their caregiver's relational shortcomings, but 
disagree in that I think it can still be important. I also think that once there is a solid 
working relationship and the client has built up a more cohesive sense of self and 
self-esteem, they might be more able to process their care-giving trauma and the 
difficult feelings this could raise without 'falling apart'. To interpret the client's 
idealisations in the transference with the therapist provides them with undeniable 
evidence that they do have a grandiose self and idealised view of others. This also 
allows more chance for clients to still feel supported and cared for even when their 
defences are breaking up, and shows them that their vulnerabilities are allowed and 
accepted, hence strengthening their ability to tolerate them.
I understand the last step as helping these clients to respond to themselves 
and others as whole, complex objects, which enhances their ability to have 
meaningful relationships with others. Due to the fact that these clients are brought 
up to disavow certain emotions or aspects of themselves from parents whom also 
disavow these things, means that they have a stunted ability to relate to others as 
anything more than part-objects. Therapy essentially shows them how to do this, to 
find a new way of being that can encompass the complexities of human emotion and 
experiences. Kohut (1977) suggests that clients need to learn how to be spontaneous 
without fear. This idea is quite similar to Winnicott's (1971) about the importance of 
play, and how it helps people to develop creativity and self-confidence in relation to 
the world around them.
Primacy of the Therapeutic Relationship
It is clear from these three steps just how important the therapeutic relationship is 
for these clients, to provide them with a nurturing experience that they seldom or 
never had. It is clear that this is repetitive and time-consuming work because this is 
an unknown experience, and it may be hard for them to really trust the therapist to 
begin with. However, unlike other clients with self-disturbances, (Kohut, 1977)
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argues that change is possible with these clients, because they just need the 
presence of an empathie other to develop this self-cohesion. In my brief work with 
Miss Amble I do feel that there were changes as she became more curious about 
how she responded to perceived threats, and started to find more mature ways of 
coping with them.
From this work, it seems in my view that Kohut's (1977) relational treatment 
model boils down to two factors, which are highly related. Firstly, it provides an 
alternative means of affect regulation, and secondly it conveys a sense of valuing the 
client as a whole object. It is as if there are two polarities with narcissistic clients, 
whereby their selves exist at either end of the spectrum i.e. perfect (grandiose self) 
or shameful (inferior self). It is as if by providing a caring mirroring presence for the 
client, they can begin to realise an in-between state where they are not just perfect, 
but also not just bad. This provides a new stable way of being and sense of self.
This notion attests to recent research whereby certain environmental 
conditions in childhood enable someone to have a stable identity and sense of 
themselves. This occurs when caretakers are able to attune with the child, 
encouraging them to put their feelings into words. In doing so this creates a link 
between emotion and language, meaning that the child has optimum resources for 
making sense of their experiences (Gerhardt, 2004). When this does not happen, and 
the child has not been shown how to do this, small anxieties can turn into a "wild 
panic'' (Diamond 1985, p.118) and can leave them feeling fragmented as Kohut 
(1977) suggests. This is similar to the presentation in hypochondria, when there is a 
constant need for reassurance when faced with a threat to themselves.
On the same token, research into cortisol levels in the brain indicates that 
when a child's caregivers are inconsistent in their parenting (as in Miss Amble's case), 
there is a deregulation of cortisol. This has a profound effect, and lowers the ability 
to tolerate stress, and hence effectively deal with overwhelming feelings (Gerhardt, 
2004). Therefore in order to help clients with their anxiety and to manage their inner 
psychical states, therapists need to be able to contain their powerful and feared 
feelings for them.
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Potential Hazards
Nevertheless, I do also think that there are some traps that the therapist can fall into, 
(and which I did) during work with clients presenting with hypochondria. Firstly, 
therapists need to be very aware of their own transference and counter-transference 
reactions, and it seems there are two reactions in particular to be wary of. Firstly, 
Masterson (1993) notes how many people drawn to the counselling and 
psychotherapeutic traditions are in themselves "wounded healers" (p.220), and 
project their own developmental needs onto clients whom they identify with. This 
was certainly a position that I encountered when working with Miss Amble. I noted 
some similarities between us (we were also of the same age, background, social 
status, and ethnicity), and I presumed what had helped me would help her too. My 
supervisor assisted me in becoming aware of this over-identification.
The other common reaction is to feel frustrated by this type of client's 
idealisation /  seduction of the therapist and their level of defensiveness via the 
grandiose self. It is almost as if they are caught in a contradiction, because they need 
to be rescued and cry out for this, but their idealised self (which must be perfect), 
will not let them use the help (Jacoby, 1996). This again highlights the importance of 
using the transference to show them this discrepancy in a non-confrontational way. 
Siegel (1996) also mentions how minor therapeutic failings can be of vital importance 
here because they allow clients to see for themselves that the relationship and their 
sense of self can survive.
For my final note of caution I wish to concur with Kohut's (1977) statement 
about the importance of not adhering to rigid theoretical concepts in therapeutic 
work, because this can fulfil the therapist's need rather than the client's. I wish to 
assert this here too, and say that I am aware that my choice of theory stems from my 
personal allegiance to self-psychology. This choice is partly due to my integrative 
training in counselling psychology as opposed to pure psychoanalysis. I also want to 
be careful to not make the common mistake of generalising from one client's 
experience to all. My work with Miss Amble has certainly provided me with some 
ideas on what to stress in therapy with clients affected by symptoms of 
hypochondria, and I feel that self-psychology gives many practical tips on how to
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work with a client like her again. What I think is vital is purely the ability to genuinely 
enter a valuing and empathie relationship, and in doing so help hypochondria prone 
clients to manage their anxiety and to raise their self-esteem. Kohut's ideas offer one 
perspective on how to achieve this within the therapeutic encounter.
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Essay 3: Relational processes in the maintenance and treatment 
of post-traumatic stress disorder using Ehlers & Clark's (2000) cognitive 
model
Introduction
This essay concerns the theory and practice of Ehlers & Clark's (2000) cognitive 
behavioural model of how to work therapeutically with adult clients presenting with 
a diagnosis of Post-traumatic Stress Disorder (PTSD). It is argued that this model 
allows for flexible and evidence-based implementation based on the phenomenology 
of the client, in line with counselling psychology's ontological foundations. There is 
also scope to apply this model in a way that considers and targets relational and 
contextual processes in the maintenance of PTSD symptomology, making it 
particularly appropriate for use as a counselling psychologist in practice.
PTSD is a condition reported to affect 1 in 20 men and 1 in 10 women in the 
UK at some point in their life (NHS Choices, 2011). Roughly 30% of people who 
experience a traumatic event will go on to develop PTSD (NHS Choices, 2011), 
although the onset might be delayed. While there are many debates about what the 
core processes causing and maintaining PTSD might be, the DSM-IV -TR (American 
Psychiatric Association [APA], 2000) classifies it as an anxiety disorder that is 
identified in adults by the following six criteria, summarised as follows:
A. Indirect or direct exposure to an event(s) involving actual or threatened 
death or serious harm, or a threat to the physical integrity of self or other. 
Reaction characterised by a response of intense fear, horror or 
helplessness.
B. Persistent re-experiencing of the traumatic event through images, 
thoughts, or perceptions, acting or feeling as if the event is recurring 
again in present time, and strong distress to any associated cues.
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C. Persistent avoidance of any associated stimuli whether intra-psychically 
or externally sourced. There may be a numbing of general responsiveness 
such as reduced interest and dissociation from the memory.
D. Persistent and increased arousal as a reaction to the trauma e.g. 
difficulties in concentration, increased irritability, exaggerated startle 
response.
E. The duration of symptoms must be longer than one month (although 
onset might be delayed).
F. The disturbance causes clinically significant distress or impairment in 
social, occupational, or other important areas of functioning.
Experience of PTSD for Clients
While the diagnostic criterion outlines objectively the experience of PTSD, it does not 
paint a qualitative picture of what life is like for clients experiencing this difficulty. 
Narratives of people with PTSD show just how impactful it is to live with:
"I was haunted by repeated, recurring nightmares which seemed so real that I 
often woke up screaming and crying, convinced it  was ail happening, all over 
again"
(Herbert & Wetmore, 1999, p.10). 
There is also understandably often a large relational impact on those around the 
individual, which can create considerable difficulties:
"The trauma seems to have changed him! He is no longer the person I used to 
love"
(Herbert & Wetmore, 1999, p.31).
This was also the finding in a qualitative study investigating the long-term 
impact of PTSD on women following childbirth. Ayres, Eagle, & Waring (2006) 
conducted an interpretative phenomenological analysis on six women who
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experienced a birth trauma from 7 months up to 18 years previously. Their major 
findings were that as well as having a personal impact on wellbeing, there were: 
numerous negative impacts on their sexual relationship with their partner; increased 
blame and arguments; and the mother-baby relationship was seriously affected by 
either an anxious or avoidant attachment bond. While one cannot generalise from 
qualitative research, it gives one a flavour of just how difficult it is for some people to 
come to terms with trauma and the wide reach it has.
Therapy for PTSD
NICE guidelines explicitly recommend Ehlers & Clark's (2000) cognitive model of 
cognitive behavioural therapy (CBT) for PTSD as one of the default therapies for 
clients with this diagnosis undergoing NHS treatment. It is a generic model that can 
be applied across types and frequency of trauma incident(s), co-morbidities with 
other diagnoses, and duration of symptoms (Ehlers & Clark, 2000). Brewin & Holmes 
(2003) cite it as: "currently the most detailed account of the maintenance and 
treatment of PTSD" (p.364). Having gained some experience working in a specialist 
PTSD service where this is the primary treatment model used means that I have a 
particular insight into the application of this model as a counselling psychologist; 
hence this is the one chosen to critique.
Ehlers & Clark (2000) propose that PTSD becomes persistent when individuals 
process the past trauma in a way that leads to a sense of serious, current threat. 
They describe a tripartite model of this process, stating that it arises as a 
consequence of:
1) Excessively negative appraisals of the trauma and /  or its sequelae.
2) Disturbance of autobiographical memory memory characterised by poor 
elaboration and contextualisation.
3) Behavioural and cognitive strategies of avoidance that serve to maintain 
the sense of current threat.
(Ehlers & Clark, 2000)
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These are the three areas that are targeted in their treatment protocol. They 
state that successful therapy will therefore elaborate on and contextualise the 
trauma memory to: reduce re-experiencing symptoms; modify problematic 
appraisals of the trauma and /  or its sequelae; and stop dysfunctional behavioural 
and cognitive strategies that prevent memory elaboration, exacerbate symptoms, or 
hinder reassessment of problematic appraisals. There is also now research evidence 
to suggest that changes in an individual's cognitive appraisals do predict symptom 
reduction in PTSD symptoms, making this the primary target for treatment (Kleim et 
al., 2012). Ehlers & Clark (2000) do not provide a manualised protocol, but suggest 
tested existing CBT methods to implement these aims i.e. through psychoeducation, 
reclaiming former life through activity scheduling, reliving with cognitive 
restructuring, and in vivo exposure. This means that within the specified session 
length, the treatment elements can be implemented flexibly depending on clients' 
needs, goals, and current levels of functioning.
As a counselling psychologist, this type of approach appeals because it allows 
for respectful consideration of individual phenomenology, acknowledging that 
people may require a different work pace and focus. This flexibility seems important 
in co-morbid difficulties like depression, where it may be necessary to conduct 
behavioural work first to lift mood before clients can engage in targeted cognitive 
work (Tull, 2011). This does also mean however, that a lack of rigid structure places 
more responsibility on the clinician for evaluating how best to proceed. Therefore for 
the more inexperienced practitioner such as myself, close supervision with someone 
who is quite experienced in a range of PTSD work and client presentations is 
imperative. Below I outline some of the ways in which my experience of working in a 
specialist PTSD service has impacted upon my implementation of this model, and 
what theoretical /  therapeutic considerations I feel need more consideration.
Implementation in Practice
My experience is that in practice is that it is imperative to conduct a thorough 
assessment and formulation of clients' difficulties, which may take up to four 
sessions. Ehlers & Clark (2000) recommend gathering an idea of the main cognitive
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themes, predominant emotions related to the event, patients' beliefs about their 
symptoms, current coping strategies, gaps in memories, and understanding of which 
memories relate to the PTSD symptoms. It is also vital to foster a sense of 
relationship and engagement right from the start. This helps to facilitate both clients' 
trust in the process, and the disclosure of distressing experiences that they 
themselves cannot deal with, especially if there are high levels of shame. Clients are 
often particularly anxious in the room, with obvious signs of hypervigilence and 
impaired concentration, which can make it harder to elicit this information. The use 
of psychometric measures given to the client to complete in their own time can 
therefore be useful for the purposes of information gathering, and to establish a 
baseline measure of distress. For example the Posttraumatic stress Diagnostic Scale 
(PDS) gives a scale of intensity of PTSD symptoms and severity. It is also important to 
distinguish flashbacks from ruminative states, as this will dictate to what extent PTSD 
is likely to be the primary diagnosis (Brewin, Lanius, Novas, Schynder, & Galea, 2009).
Due to recent advances in PTSD research it is necessary to note whether the 
predominant emotional response to the trauma was fear or shame, as this may have 
a dramatic impact on treatment implementation. Lee (2009) claims that fear only 
accounts for the primary emotion in approximately 55% of PTSD cases in the UK, and 
that actually other responses like shame in particular are very common, and highly 
linked to symptom severity. This issue is also now being addressed in the proposed 
revisions for DSM V by removing the stipulation that intense fear horror or 
helplessness must be experienced, as opposed to other reactions like shame (Kerig & 
Bennett, 2012).
In addition to the eliciting of emotions, appraisals about the trauma and its 
sequelae are typically found through the use of Socratic questioning and guided 
discovery. Appraisals are reassessed with the aid of the clinician, again through the 
use of Socratic questioning and guided discovery. The aim is to contextualise the 
memory, stress the differences between then and now, and create a more balanced 
view if memories are excessively negative or unrealistic. This process is also 
completed at various stages in re-living in response to 'hotspots', which are client- 
identified moments of intense emotion, and this new information is 'updated' into
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the trauma memory. Similarly, avoidant cognitive and behavioural strategies are 
identified through tools such as activity diaries. Behavioural experiments can then be 
constructed to gather more information about the role of the activity in maintaining 
avoidance of PTSD related stressors, and to test out doing something differently. A 
final set of completed outcome measures can be examined and compared with the 
baseline data as well as using qualitative self-report, observed improvements in 
client functioning, and encouraging clients to seek out others' reports of their 
progress (if appropriate) to identify what has changed and if anything still needs 
work.
All of these interventions should be conducted in a collaborative way with 
clients as is typical of CBT practice. There is a strong focus on clients' personal goals 
for therapy, psychoeducation, and idiosyncratic manifestations of PTSD 
symptomology as a way to increase trust, engagement, and a sense of responsibility 
and autonomy for the client. This works very well in theory, but the experience I 
have had working with PTSD has highlighted some of the issues in both the 
theoretical understanding of the mechanisms of change for clients, and also with the 
diagnosis itself.
Relational Processes
PTSD is one of the few (if not sole) diagnoses in the DSM that acknowledges the role 
of an external source in contributing to human distress. Although this makes it a 
particularly relational or contextual model in comparison to other medical diagnoses, 
the criteria do locate the maintenance of the distress within the individual. Ehlers & 
Clark (2000) pay attention to the notion of threat as not just occurring to the physical 
self, but also to the social self. This can result in strong reactions such as shame 
about one's worth as a person, anger directed at others as opposed to just fear, and 
perhaps explains why fear only accounts for 55% of PTSD reactions (Lee, 2009).
There may in practice be many external barriers to appraisal change if the 
individual lives in a culture or environment does not support that change. A common 
example is that of family honour and rape in certain Muslim societies. There can be 
huge shame, stigma, and sometimes harmful consequences for any woman who
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reports being raped (Muliender, Hague, Iman, Kelly, Malos & Regan, 2002); meaning 
that even if she is able to reappraise her trauma, there is a strong likelihood that 
others will not. This might leave someone feeling like they have to reject their culture 
in order to move on completely from their trauma, which is arguably an undesirable 
consequence.
In cases where it is appropriate, it may be an idea to encourage the client to 
seek out targeted social support. For instance in the example above, there may be 
some Asian women's groups for sexual assault victims, to help people retain a sense 
of cultural connection. One qualitative study details how a sense of shared and 
collective victimisation was important in the processing of trauma for non-western 
interpreters (Johnson, Thompson & Downs, 2009), and the presence of social 
support has a strong evidence base for being linked with reductions in PTSD 
symptoms (Clapp & Beck, 2008).
So far I have also found that when examining strategies of avoidance and 
safety behaviours that these commonly occur not just on an individual level, but both 
involve and are maintained by those around them. Ehlers and Clark (2000) note how 
people around the client will avoid talking about the event, which can exacerbate 
symptoms, and prevents normalisation and integration into autobiographical 
memory. For instance, one of my clients had a strong belief that she could not cope 
on her own following her trauma, and relied heavily on her husband to tell her what 
to do, and he willingly obliged. This dynamic meant that she never had the 
opportunity to disconfirm or contextualise this belief. Another client had a strong 
belief that others would reject her if she appeared 'weak', and she gave concrete 
examples of how others explicitly reinforced this. This made it seem impossible for 
her to share her "real feelings", which she knew intellectually would help her process 
the trauma.
Changing a mutually enforcing interpersonal system is not simple, and 
involves some degree of educating others (albeit through the client), or by actually 
working therapeutically with those people in the wider system too. My placement is 
quite amenable to this, and sometimes my supervisor has invited important 
members of the client's social system into the therapy session as both a means of
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psychoeducation, and to improve collaborative efforts towards symptom reduction. 
These sessions have appeared useful.
Furthermore, clients can sometimes encourage therapist collusion with their 
maintenance cycles as a relational process in the room. For instance, I have found 
myself in a similar position to the husband of my client who thinks that she cannot 
cope with everyday interactions. At certain points I have been drawn in to adopting 
an expert role and dictating her homework tasks rather than devising them 
collaboratively. This client also presented as very childlike and anxious when in the 
room with me, making this 'adult expert' position easier to adopt. Noticing this 
process and altering the way I presented tasks to her, helped things to become more 
shared, and as a result sessions progressed more. This is where being a counselling 
psychologist can be particularly useful, by quickly noticing relational dynamics in the 
room, which then gives one insight into how others might be responding to the client 
in their everyday life. The more aware and responsive one is towards one's own 
reactions to client material also decreases the risk of vicarious traumatisation, which 
is an occupational hazard in this line of work.
Another major aim of treatment is to contextualise and integrate the trauma 
memory from a sensory and fragmented representation into autobiographical one, 
so that it is not constantly re-experienced in the present moment or triggered 
automatically by non-verbal sensory cues. While therapists can use in vivo exposure, 
this process typically occurs through imaginary re-living. During this the client 
provides a narrative of their traumatic memory, describing thoughts, feelings, and 
exactly what was happened in the present tense, before identifying 'hot spots' of 
greatest distress. These are targeted for cognitive restructuring to develop an 
alternative perspective. Ehlers & Clark (2000) note that this is particularly difficult 
and time-consuming process for clients who experience high shame, guilt, or anger; 
those who have experienced violence over time; and those who interpret the trauma 
as showing something 'bad' about themselves. In these cases it may be possible to 
create an intellectual shift in belief but not an experiential one. The trauma may 
appear to be processed on a conscious or verbal level, but the individual is still
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vulnerable to re-experiencing symptoms triggered by sensory cues (Brewin, Dalgleish 
& Joseph, 1996).
Lee (2009) explains that in reactions that are shame-based, the reappraisal 
needs to link to an actual experience of feeling worthwhile or being positively held in 
mind by another person. Lee (2009) states that therefore this response needs to be 
cultivated in therapeutic treatment for individuals who cannot link up such an 
experience to their intellectual understanding. Lee (2009) proposes using 
compassionate resilience skills through imagery techniques to create this experience 
o f feeling loved and accepted. Imagery techniques have also been shown to have a 
large impact on emotional experience (Hackmann, Bennett-Levy & Holmes, 2011), 
providing evidence that this is an effective tool.
In my view, imagery is a useful device for when one has a time-limited 
contract, and the client struggles to disclose their shameful experiences. This is a way 
of being respectful to the client's current capacities, while still allowing them to gain 
some experiential knowledge of a compassionate response to their distress, which 
can then be utilised to help build up an alternative belief. In most cases however, I 
believe that the therapeutic relationship itself can provide a strong experience of 
being held positively in the mind of the other (the therapist) at an experiential level, 
reducing the shame level in a live ' process. This is something not considered by the 
cognitive model, and one which participants reported to be vital in a qualitative 
study of re-living experiences (Shearing, Lee & Clohessy, 2011).
Conclusion
To conclude, Ehlers & Clark's model allows clinicians to take a flexible approach to 
the treatment of PTSD symptoms, which fuses individual client phenomenology with 
specific interventions. The model can be creatively adapted to target and consider 
wider relational and contextual understandings of human distress within the 
maintenance factors of PTSD symptomology. This factor makes it appealing to 
counselling psychologists who work from constructionist and dynamic perspectives.
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Introduction to Therapeutic Practice Dossier
The therapeutic practice dossier outlines the clinical placements I attended during 
each year of study for two days per week, and sometimes three when co-facilitating 
groups. My attendance at these placements has formed a crucial part of my training, 
and the experiences gained in each have to a large extent shaped my identity as a 
counselling psychologist. At the end of this dossier I present my final clinical paper, 
where I reflect upon my work within three different therapeutic modalities: person- 
centred therapy; psychodynamically informed play therapy; and trauma-focused 
cognitive behavioural therapy. In this introduction I reflect further upon the 
limitations and tensions contained within the methods I describe in the final clinical 
paper, which provides the reader with a fuller picture of my progress and maturation 
as a critical and pluralist counselling psychologist throughout my three years of 
training.
For example, in my first year I state that I utilized the principles of person /  
client-centred therapy (Rogers, 1946, 1957) while being informed by other 
therapeutic modalities such as CBT, but do not comment on the integration of these 
methods. There are some immediate tensions between these two positions, such as 
that person-centred therapy is outlined as being holistic and growth-focused, 
whereas CBT is framed to identify and tackle problems relating to distorted 
cognitions and behaviours. In practice CBT also relies on medical classifications of 
'mental disorders' and adopts a technique-focused protocol. However, in person- 
centred approaches the therapist's role is to facilitate the client's natural actualizing 
tendency through the creation of a good relationship achieved by delivery of the 
core conditions, namely empathy, congruence and unconditional positive regard 
(Rogers, 1957).
These two positions do not appear to match well in either theory or 
technique. Nevertheless, Cooper & McLeod (2011) argue that shifting 
methodological and ontological positions during therapy is not necessarily a problem 
because clients have and express different needs at different times as part of the 
complexity of being human. The main stipulation is that the intervention must be a 
collaboratively designed one that fits the purpose of the client's desired focus, which
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may take some time to work out, and may change during the course of therapy. I 
believe that this collaboration was achieved through the examples I give in my first 
year section of the final clinical paper.
Another tension from the first year was related to my growing capacity to be 
genuine with clients and follow up hunches, and a technique I used to assist me was 
'advanced empathy'. Advanced empathy has been described as crucial to the person- 
centred framework (Cooper, O'Hara, Schmid & Bohart, 2012) because it plays a role 
in facilitating the therapeutic relationship, and it brings to light scarcely realized 
information at the edge of awareness that moves discussion beyond the descriptive 
level. However, one risk is that advanced empathy could be framed as an 
interpretation, taking the client beyond their frame of reference, and Barber, Muran, 
McCarthy & Keefe (2013) claim that interpretative statements need to be used 
sparingly. It is possible that an overuse of interpretation carries a risk o f conveying an 
expert position with the client from a relational perspective, creating a dynamic of 
dependency. Within my placement, this tension existed as the result of being in 
essentially a directive medical setting designed for the implementation of CBT, as 
opposed to non-directive therapies. The context meant that I was always walking the 
boundary between being a person-centred practitioner and a directive clinician 
needing to 'accelerate' the therapeutic relationship.
Given that this was my first year of placement, my first year o f personal 
therapy, and due to the fact that I was still learning how to be an effective person- 
centred therapist, it is likely that not all interventions met this required standard. 
Nevertheless every practitioner needs a starting point, and even if interpretative 
statements are removed from client experiences or cause offense, this can create 
useful learning opportunities for both therapist and client. For instance, some 
evidence suggests that working through therapeutic ruptures contributes to good 
overall therapeutic outcome (Safran & Muran, 2000).
The balance between directivity and non-directivity through the use of 
interpretation is something that I struggled to maintain again in second year when 
working within a psychodynamic framework. A solution was that I trialed using 
silences with children, which quickly resulted in clients taking charge of the play.
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building better quality relationships. Learning to trust the process of therapy and 
client's resources is something else that I came to view as an important part of my 
development, especially since Barber et al. (2013) report from meta-analysis of 
psychodynamic therapy research that clients do tend to find ways to follow their own 
agendas in therapy anyway. Clearly an excess of interpretative interventions can 
inhibit the clients own process of interpretation, discovery, curiosity and ownership 
of their emotional experiences, which are all necessary for the creation of a 
facilitating environment (Rogers, 1949; Winnicott, 1965).
Additionally in my final clinical paper, I describe an example of a learning 
opportunity regarding appropriate directivity when working with children in my 
second year. I detail my difficulty with one child to adhere to therapeutic boundaries, 
and to work with and contain their 'messy process'. Eventually it was a directive 
solution that enabled us to maintain boundaries and contain the work. This 
compromise to Bromfield's (2003) and Axline's (1947) ideal of non-directiveness was 
necessary to establish and maintain a safe and consistent therapeutic frame, and was 
an important intervention in itself. The frame creates clear and transparent limits 
about acceptable behaviour, and conveys expectations (Gray, 2014). Furthermore 
establishing safety, consistency, and predictability is a primary concern for clients 
who have undergone or been exposed to interpersonal trauma (Levine & Kline,
2007).
Nonetheless, a limitation of psychodynamic play therapy is that while the 
provision of a safe therapeutic space and clear consistent boundaries are beneficial 
to clients, these interventions alone are unlikely to have any sustained benefit. They 
may even be detrimental and confusing for the child if these limits are contradicted 
at home. Given that children are highly dependent on caregivers and are 
developmentally maturing; guardians have the most significant role to play in 
creating and sustaining change for the child (Cassidy & Shaver, 2008). Evidence from 
meta-analytic reviews of qualitative and quantitative research i.e. Palmer et al.
(2013); Ray et al. (2001) confirms this statement, because play therapy has found to 
be most helpful when it simultaneously involves parents and other figures involved 
in the child's care. This finding is likely to be because children are dependent on
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caregivers and cannot be expected to maintain treatment gains alone. As Bromfield 
(2003) states, bringing children to therapy can be a threat to the caregiver's self­
esteem as a guardian, and therefore they can be the child's greatest ally or saboteur. 
Hence working to create a facilitating environment at home through the utilisation of 
a systemic approach may carry this advantage for children in psychotherapy.
Moving onto my third year placement involved a considerable shift of focus 
from symbolic play and negotiating relationships with caregivers, to a focus on adult 
and conscious cognitions and behaviours. Such an approach also presented tensions 
and limitations, and some of the statements I make about my understanding of and 
use of CBT methods need further explanation and justification. Furthermore given 
the current concern within the counselling and psychotherapeutic domain over the 
popularity of CBT as a default method in the NHS (House & Loewenthal, 2008), it is 
important to fully explain my preference to work in the way I did during my final 
year.
In line with Hicks & Milton (2010), I believe that the efficacy and ethics of an 
approach depends on the practitioner and the way in which therapy is practiced. As 
Sanders (2010) states, formulation driven CBT can indeed be individually tailored to 
the client, and there can also be collaboration around methods. This is possible 
because CBT involves an essentially unlimited range of potential and creative 
interventions that could be classed under the umbrella of cognitive behavioural. 
Nevertheless, this collaboration on method is harder when one is expected to work 
within a protocolised model that only allows for a limited degree of flexibility.
Following on from this point, in my final clinical paper I discuss my use of a 
compassion -  focused intervention when the Ehlers & Clark (2000) model appeared 
inadequate. I was still doing CBT because I utilised a compassion-focused framework 
(Gilbert, 2010), which is a third-wave form of CBT focused on changing the 
relationship to cognitions and affect (primarily shame) through acceptance, rather 
than challenging them. However, this is a clear limitation of cognitive behavioural 
therapies when used alone with complex clients, because standard CBT is not 
tailored to directly target emotional or relational difficulties that interfere with the 
cognitive behavioural process.
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When working with clients with interpersonal difficulties or histories of 
trauma, it is likely that 'therapy -  interfering factors' will occur, even in skill-building 
therapies such as CBT. Clients' transferences and relational dynamics can become 
activated in relation to tasks and exercises (Nathan, 2006), which can be both useful 
and not useful. On the one hand, externalising the transference can make it easier to 
see, discuss, and work with. Additionally not explicitly targeting the relational 
component in therapy does not mean that it is not a mechanism of change. CBT 
could be viewed as a form of attachment work where the therapist acts as a 
validating and secure base for the client to try out feared activities through 
homework. This idea concurs with Shedler's (2010) findings in a meta-analysis of 
therapeutic outcome research, where he suggests that psychodynamic components 
are the active part of treatment within other therapies. On the other hand however, 
it can be harder to see and feel relational processes in the work because of the focus 
on manifest content that can numb emotions. This is a process I need to always 
remain mindful of, and later in my third-year placement I did actually come to expect 
'therapy interfering' behaviours to occur in my work with complex clients, and to 
view these behaviours as the work rather than an interference.
A final comment on the limitations of CBT in addressing interpersonal factors 
occurred in my work with Mrs May in my final clinical paper. In this I report how I 
conducted a behavioural experiment involving a site-visit to a doctor. I describe this 
intervention as successful for the client, and on reflection I think it was. However, 
what was missed from my analysis was acknowledgment that this process may have 
helped to maintain an infantilising interpersonal dynamic, whereby strong 
reassurance from others was needed for this client to be seen as good, and therefore 
not necessarily a helpful intervention in a broader relational capacity. My comment 
therefore matches critique from others that CBT does not consider that 'faulty' 
thinking processes affect the success of the work in session (House & Lowenthal,
2008). This observation again highlights the benefits o f a relational understanding of 
client s difficulties and the strength of an integrative training such as counselling 
psychology.
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First Year Placement in Primary Care
My first year placement was at a counselling service in an NHS GP surgery in south 
London, accessed by local residents from a wide variety of cultural and religious 
backgrounds. Clients had been referred by their GP for brief focused therapy 
(normally 6-8 sessions), although I had the opportunity to work with one client for 
over 20 sessions. Typically clients would present with difficulties related to feeling 
anxious or depressed, and would complete a battery o f psychometric tests upon 
assessment like GAD-7; PHQ-9; WASAS. I was supervised by a counselling 
psychologist with many years of experience working in the service, and the 
therapeutic approach was integrative: based on the principles of person-centred 
therapy, while being informed by other therapeutic frameworks such as cognitive 
behavioural therapies (CBT).
During my time at this placement, I was able to co-facilitate a 6 week CBT for 
anxiety group that focused on psychoeducation, helping clients to notice and 
evaluate their thought processes, learn alternative coping strategies, as well as 
incorporating some mindfulness exercises within the skills component. I had the 
opportunity to observe my supervisor conduct assessments, before taking the lead 
and being observed in turn. At this stage in my training, these observed assessments 
were a powerful tool in helping me to develop my time management skills when 
working in a brief and focused context. Observing and conducting assessments also 
served to increase my transparency, engagement, and confidence in working with 
clients. As part of the year's assignments, I completed two client studies and process 
reports along with a logbook that provided further details of my therapeutic work.
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Second Year Placement at a Children's' Charity
During my second year I was placed at a charity for children aged 3-18 years who had 
been witness to, or directly experienced domestic violence. Therapy sessions were 
usually once a week for 4-5 months, and I was able to work with one client for 10 
months. Children were usually referred via social services, but referrals from 
guardians were also accepted. The therapeutic approach used was non-directive play 
therapy primarily informed by psychodynamic literature, but also by research into 
domestic violence, and art therapy. The therapy rooms were equipped with toys, 
games, puppets, and art materials for the children to use. Working non-verbally with 
clients through symbolic mediums such as toys and art allowed me to develop a 
valuable additional 'therapeutic language' with clients and develop fluency in 
integrating symbolic and literal communications. During my time on placement I 
completed two client study /  process reports along with a clinical log book 
documenting my client experiences and further details about my professional 
development.
On placement, children completed a 'how I'm feeling' sheet each session. 
Parents /  carers also completed a strengths and difficulties questionnaire before and 
after therapy, allowing them to contribute their own observations of change to help 
with service monitoring. An additional part of the work involved fostering a 
relationship with the carer and increasing their openness to the work, as many of 
them had been instructed to bring their children to therapy as part o f a social 
services care plan. This meant that sometimes it appeared as if the service was 
conducting therapy with the guardians also, and some clients were referred on for 
family interventions. I had the opportunity to conduct some joint assessments of the 
children's guardians with my supervisors, and to write up the reports of these. One 
of my supervisors was also skilled in professional report writing, which allowed me to 
enhance my existing skills. Throughout the course of the year I had contact with 
three different supervisors in total. While non-traditional, I found it very useful to be 
exposed to numerous perspectives about my clients and my work with them. All 
supervisors were counselling psychologists who had experience working with 
children and families, and for some this included within private practice.
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Third Year Placement at a Specialist PTSD Service
My third year placement was at an NHS specialist post-traumatic stress disorder 
(PTSD) unit for adults. Therapy was offered through weekly 60-90 minute sessions, 
and clients usually received between 20-40 group /  individual sessions depending on 
the complexity of their presentation. Referrals came primarily from GPs, lAPT 
services, and CMHTs. I had the opportunity to observe and jointly conduct numerous 
assessments before eventually leading on assessments towards the end of 
placement. I also gained experience in using psychometric measures such as 155: PD5; 
and HAD5, which were administered at various points throughout therapy.
I worked primarily from a trauma-focused cognitive behavioural therapy (TF- 
CBT) framework, while interweaving elements from compassion focused therapy, 
depending on clients' needs and presentations. I was also able to gain an extra 
qualification in trauma studies during my training. This qualification gave me a solid 
theoretical grounding to apply creatively to my practice, which was invaluable. As 
part of this placement I was able to pursue various service development projects and 
activities. These included: writing a leaflet on TF-CBT for patients and referrers; 
providing consultation to a prison; introducing a qualitative outcome measure; 
jointly setting up the individual psychoeducation system for clients; and collecting 
feedback from clients' carers. My responsibilities also included delivering individual 
psychoeducation about PT5D and symptom management either face to face or over 
the telephone. Additionally I co-facilitated and presented this material in 2 
psychoeducation groups lasting 6 weeks.
This placement gave me insight into a busy NH5 environment but also a 
supportive team of psychologists. This team included my supervisor who was a highly 
specialized clinical psychologist with a background in CBT, veterans, and trauma. My 
attendances at weekly team meetings, inclusion in service development, and 
contributions to deciding client care pathways have all acted as important resources 
for learning about other aspects of being a psychologist in addition to clinical work. I 
completed two client study /  process reports, and a clinical logbook during my time 
on placement.
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Final Clinical Paper: 'On being seen'
"Courage starts with showing up and letting ourselves be seen."
(Brené Brown, 2012)
Introduction
It is quite fitting that in my final clinical paper I have selected a metaphor about the 
importance of allowing oneself to be seen. Helping others to be seen is a core part of 
our work as psychologists by assisting clients to find a voice for their innermost 
experiences. This type of work also makes certain demands of us too. It requires us 
to be continually aware of our own reactions and responses, and find ways to 
effectively communicate these to clients. This idea has been a core aspect of my 
personal and professional development within my training, and one that I do not 
imagine will end after qualification. To remain true to this principle, I begin this piece 
at the start o f my journey by introducing the reader to my decision to commence a 
career in counselling psychology. I then move on to describe each year of my 
training, and how these have shaped my work, my understanding of clients, and my 
understanding of therapeutic practice as a whole. I use client examples to illustrate 
my points and share how my clinical work has informed my personal development in 
addition to my professional maturation. I then conclude by considering what I think it 
means to be a counselling psychologist at this point in my career.
Being accepted onto the doctoral training at Surrey will always remain a 
defining moment in my life. It was the largest and most rewarding stepping stone 
towards my aspiration of working in a role that embraces the complexity o f life, and 
does not shy away from challenge. There are few things as complicated and messy as 
human emotions and human relationships. Hence one of the things that I appreciate 
most about counselling psychology is that it is not afraid to 'get its' hands dirty' as it 
walks the untidy line that is epistemological and ontological pluralism. Spending my 
youth in an academia-focused grammar school meant that I often experienced a 
strong divide between the 'truly academic' scientific and mathematical traditions.
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and the 'other subjects' such as languages, humanities, and the arts. This divide 
frustrated me because it seemed false, and seemed to reinforce the idea that science 
and socially focused traditions like the humanities could not, and do not, mutually 
influence and inform each other. I realise now that this merger of scientific and 
relational is often not a harmonious one (Rizq, 2010). Nonetheless I still feel that 
both equally have value for the practice of a counselling psychologist.
Psychology was also notably absent from my curriculum at that time, despite 
it being a popular subject in other colleges around the area. For someone who had a 
strong interest in working with people, I felt short-changed, and ultimately my 
curiosity led me to pursue a joint undergraduate degree in psychology and 
philosophy. The addition of philosophy came from my deconstructive side, my desire 
to understand what was really occurring beneath the surface presentation. I realise 
now that this pursuit may have been an attempt to gain an understanding of the 
dynamics present within my own surroundings at that time, namely my attendance 
at an under-resourced, but high achieving pressurised girl's grammar school. While 
some of my excessive perfectionism to perform from this time remains, fortunately 
the desire to go beyond the immediately obvious and ask questions has stayed 
strong and flowered. This is of course an attitude that counselling psychologists 
adopt constantly within their daily work as they use Socratic questioning and 
interpretations, and has served me well throughout my training. I now wish to turn 
the reader's attention to other aspects of my development throughout the years, 
and allow my journey to be 'seen' by commencing with some prominent learning 
points for me having undertaken clinical placements and my own research.
Cultivating Connections
Learning the art of how to really engage with clients ended up being the biggest 
learning curve for me when I started my Year 1 placement in a primary care 
environment. Clients presented mainly with anxiety and depression, and were 
offered 6-8 sessions of focused therapy, which utilised the principles of person-
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centred counselling while being informed by other psychological frameworks such as 
cognitive behavioural therapy (CBT). This placement presented me with many 
unexpected challenges, including having to confront my shyness and inhibition head 
on, because of the requirement to work in a time-pressured manner, and the 
expectation of fast results. Another part of this struggle was that I experienced my 
supervisor as someone who presented simultaneously with a lot of force, but also 
reserved detachment, making her reactions hard to interpret. This situation helped 
to fuel my introversion at that time, meaning that I was over-conscious of my own 
performance. I felt lost in this new world that expected a lot of me, finding it hard to 
speak up in assessments, being overly tentative in my language, and not opening up 
about the details of my client work with my supervisor. My supervisor also expressed 
her concerns, the main one being for me to develop "richer connections" with 
clients.
This was a scary time during my first year, and I struggled to share this 
experience with others around me. During a helpful mid-placement review session 
with a member of the course team I was able to verbalise some of these feelings with 
my supervisor for the first time. From this meeting we formulated a new connection 
and dynamic between us because I felt more able to express the truer nature of my 
feelings with her, and I started to be more confident about owning my own voice, 
force, aggression and power. This was quite a new experience for me to express my 
own vulnerability in this way. By doing so I created a closer emotional bond not only 
with myself at that time, but more importantly myself in relation to others, within 
the "l-thou" relationship (Buber, 1923). This experience also gave me an experiential 
flavour of just how scary it might be for clients to disclose their own fears and 
concerns to their therapist within the type of short-term therapy I was offering, 
because it took me much longer than 6 weeks to communicate my vulnerabilities to 
my supervisor.
For this reason I view primary care positions as one of the most difficult for 
both psychologist and client because they are in an environment with two seemingly 
oppositional aims. These are to produce as much change as possible, which depends
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largely on the quality of relationship and alliance (Hovarth & Greenberg, 1994), in as 
little time as possible. This also marks the fundamental dilemma of the counselling 
psychologist in trying to span these two positions well, being both an economical 
scientist-practitioner along with a humanistic and process-focused therapist.
On a personal level, being able to work through the supervisory 'rupture' had 
immediate reverberations in my client work. I began to test out being more 
spontaneous in my interactions and following up my hunches about the clients' 
process as a form of 'advanced empathy' (Egan, 2009), rather than holding onto it 
internally. I believe that this shift allowed the clients I saw to feel more contained 
and share more of their own concerns with me, and my supervisor commented that 
the quality of my assessments appeared to improve.
In addition to my own process, I believe that some of my difficulties at that 
time were also linked to my use of and interpretation of the person-centred model. 
While I have great respect for and agree with the tenets of the person centred 
model, the lack of explicit instruction as to what 'to do' in therapy can be at times 
daunting for a trainee therapist with no other therapeutic training. My search for 
grounding within this model is evident in my academic work from this period. For 
instance when I wrote that I appreciated using Gendlin's (1981) 'focusing' technique 
on myself during therapy as a way to cultivate new insights and ideas about the 
client's experience based on my own emotional response (see Essay 1, pp.11-19). It 
was also a relief to be 'allowed permission' to actively pay attention to my own 
process within the therapeutic interaction, which I made extensive use of in my 
second year psychodynamic placement. This tool was very helpful because it allowed 
me to take my own spontaneous and congruent responses seriously and better 
convey them to clients, facilitating the quality of our relationship, and modelling that 
difficult emotional experience can be shared.
A good example of this technique occurred towards the end of my placement.
I informed one of my clients (whom I shall call Miss Kitt) that it was not uncommon 
for mothers to experience feelings of anger and hatred at their babies following birth 
trauma, and that it did not mean she was a bad mother or that she was going to act
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on those feelings. We had 6 sessions together of helping her to manage her 
generalised anxiety incorporating mindfulness techniques and problem solving CBT 
type activities with varying success. In our final session I remember vividly her saying 
thank you to me for not judging the "awful" things she had said about her son and 
that I had made her feel accepted for this. This was direct evidence for me that it 
really was ok to be more vocal and spontaneous in my interactions with clients, and 
that my ability to allow myself to be seen assisted their abilities to allow themselves 
to be seen by others. I believe that this intervention worked because Miss Kitt was 
able to internalise my expressed compassion for her experiences, which normalised 
them for her, therefore reducing her own self-criticism about how well she 
performed as a mother. Being positively held in mind by another is also a strong 
marker of psychological wellbeing (Gilbert, 2010) and is what Miss Kitt may have 
gained from my intervention.
As I was becoming more confident and trusting of my abilities towards the 
end of the first year, which resulted in stronger relationships with my clients, I began 
to develop more of a sense of belief in my own practice, intuition, and what I 
considered was helpful in therapy. For me this included some degree of direction and 
structure while flexibly oscillating between empathie listening, and using creative 
ways to guide clients to alternative ways of making sense of their distress. Elliot & 
Greenberg (2007) discuss similar ideas and stress that having a completely non­
directive approach to person-centred practice can result in a lack of progress being 
made as there is nothing new or different being added to the equation for the client. 
Greenberg (2004) argues that distressing emotional experiences transform with the 
introduction of another less threatening emotion, and that it is the therapist's role to 
facilitate this. I remember reading these two papers towards the end of my first year 
placement and feeling very validated by them as they appeared to match my own 
views and experiences.
Despite having at times a difficult experience of first year and relationship 
with my supervisor, I highly valued the attention and time that was placed on 
learning how to forge deep connections with clients by giving more of my genuine
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responses and myself. This method is still something that I prioritise within my 
current practice because I see it as a strong aspect of compassion. To iterate, some 
feedback that I received during my recent third year observed therapy simulation 
was that I was able to foster a natural and equal relationship with my client, and that 
we were relating on a human level, which facilitated the work. Having successfully 
grasped how the therapeutic process might work with adult clients in a time-limited 
environment, it was now time to adapt this with child clients in a different sort of 
relationship and therapeutic framework.
Gaining Fluency in the Non-Verbal Realm
For my second year placement I worked in a charity setting with children affected by 
domestic violence using psychodynamically orientated play therapy, usually for 
around five months. During this time I was exposed to a variety of new challenges 
centred on the development of new languages: the language of play; the language of 
small children; the language of psychodynamic interpretation; and the language of 
three different supervisors over the course of one year. Developing these new 
languages, and a new way of being while relating to children was simultaneously 
exhilarating and awkward. The main translation point for me was learning that 
children 'act' out their emotions more than adults because developmentally they 
have less ability to use language to represent their experiences. I will always 
remember my work with one 3-year-old girl whom I shall call Anna.
Anna had been witness to severe physical abuse from her father towards her 
mother, and had been adopted by her aunty during the process of therapy. Anna 
would frequently break therapeutic boundaries, bursting into other children's 
therapy sessions, running out of the room, spilling water and paints everywhere, and 
at one point giving me her urinated on toilet paper. Things were really quite chaotic 
for her and she found it hard to tolerate staying in the room with me. I found it very 
challenging to achieve the right balance between enforcing boundaries and allowing 
her to act out her process for me to interpret and 'feed' back to her. I found it hard
63
to easily cope with the messiness that Anna brought to therapy because there was 
lots of it. The messiness made me feel uncontained, overwhelmed, and hopeless 
about things changing. I held no doubt that some of this was a replication of Anna's 
home dynamics, and allowed me to feel some of the things that Anna might have felt 
being in this environment as a form of unconscious projective identification.
Ultimately after discussion with two of my supervisors we agreed on using a 
compromise, allowing Anna to make a mess and cause chaos, but in a contained 
environment with time boundaries. The solution was to assemble a special box and 
art materials for Anna to use. She could make as much disorder as she wanted and 
then we would leave time to clean up afterwards. The act of cleaning up was 
something Anna came to particularly enjoy, and towards the end of therapy she 
began to entrust me with clearing up her mess afterwards. Due to the fact that 
children have good procedural memories but poor autobiographical ones (Donovan 
& McIntyre, 1990), the physical act of ordering things in a routine was likely to have 
given her a sense of structure and predictability. This frame had been missing from 
her chaotic and violent home life, and modelled that her that aggressive and upset 
feelings could be dealt with safely, rather than destructively. The decision to work 
with Anna using this compromise ended up being a pivotal decision for us as Anna's 
behaviour became more manageable, and she started to tell her aunty how much 
she was now enjoying sessions, and she also made some friends at her nursery. For 
me this was an important lesson in how our role as psychologists /  therapists is 
purely a facultative one. It is important to be able to work with the material our 
clients bring even if this is not always 100% comfortable for us, or does not match 
our preferred way of working. I revisit this idea later when I discuss my own research.
Throughout the year my capacity to follow the client and work within the 
material that they had chosen to bring was reinforced as I began to trust that my 
clients would actually present the necessary material they needed to work on, rather 
than it being completely my responsibility for uncovering it. This realisation was also 
partly due to feedback I received from my second process report, which encouraged 
me to trial using silences more, rather than verbally interpreting everything the client
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was doing. After my experiences in first year where a large focus was placed on 
'accelerating' the therapeutic relationship with clients by being extremely 
transparent and actively working hard, it felt counter-intuitive to slow down and let 
the client fill the spaces. However, testing this out in the second half of my 
placement allowed me to be proved wrong. I found that my children did indeed take 
the initiative once given the opportunity to do so, and naturally showed me more of 
their process and experiences through their play. Additionally I observed that 
children seemed to benefit from the time and interest I showed in them, rather than 
any one thing that I did or said. My interpretation of this result was that simply 
showing interest and respect towards clients again allowed them to feel positively 
held in mind by another (Gilbert, 2010), and believe they were valued and worthy of 
being given attention, which they may have been deprived of in their home 
environments.
The final thing I wish to say about this placement is the skill I have gained 
from working solely within the clients' metaphors as a sort of "code" as one of my 
classmates described. This is evident in my work with 'Lama' (See Year 2 Process 
Report 1 in Appendices) whereby she uses the wooden blocks to represent a 
container for her 'mess/ or bad feelings, and we discuss what this means for her at 
length. Working completely within a particular metaphor or image is something that 
has been highly useful in my third year PTSD placement where a large part of the 
therapeutic protocol was to work by manipulating and 're-scripting' images and 
sensory experiences related to the trauma. The integration of a verbal narrative to 
sensory experiences is what allows memory to be stored normally as an 
autobiographical memory, and is a marker of psychological health (Ehlers & Clark, 
2000). As one of my supervisors said in the case of children, the integration moves 
the child from "acting out to thinking out". This process was a part of the work that I 
enjoyed most, and my ability to work within a visual metaphor was something that I 
received praise for in my year 3 observed therapy session. I shall next discuss the 
impact that my current placement has had on my practice and my personal and 
professional identity using the notion of 'compassion'.
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Finding Compassion
The concept of compassion came to the fore-front of my therapeutic practice during 
my final year working in a specialist adult PTSD service with a strong interest in 
compassion focused practice as.well as common PTSD interventions like trauma- 
focused CBT. Clients (depending on presentation) could receive up to 6 months of 
treatment, and I was able to work with some for almost a year. This made a welcome 
change to the 6-session model I had been accustomed to following in first year. 
Working within this context and in this manner felt like 'coming home' for me, and 
best suited my natural way of working with clients. Working in this context also 
provided me with an incorporation of two opposing lessons: learning to both follow 
and direct clients when necessary. By this I mean that there was a reasonably 
focused intervention around a particular issue, but with enough time to really form a 
strong relationship, while allowing a good amount of exploratory space alongside. 
Importantly and particularly within a compassion focused framework there was also 
enough attention given to the client's wider relational context, background 
experiences, and affect regulation systems.
Compassion was useful for me with one lady client whom I shall call Mrs 
Janet. Mrs Janet had been quite stuck in our sessions and strongly feared the idea of 
a PTSD formulation because it made her worries "real", and meant that she was a 
failure for not being able to stop her symptoms. Instead of trying to formulate her 
PTSD, we moved to formulating her natural responses to threat using the idea that 
the body has three emotional regulation mechanisms (Gilbert, 2010). These included: 
the inbuilt flight /  fright /  freeze /  appease response; the drive-seeking mechanism 
which serves to act and problem solve; and the (often under-developed) soothing 
system. Explaining this concept in this way allowed Mrs Janet to take seriously the 
idea that being kind to herself and seeking self-soothing strategies really were valid 
and helpful tools. Going down this route initially allowed Mrs Janet to later return to 
the PTSD formulation with a more self-compassionate mindset, and consider that she 
was not to blame for what had happened to her.
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The things that resonate most with me about a gently implemented CBT 
approach are the high level of transparency between therapist and client and 
devotion to collaborative empiricism. In my experience this has served to increase 
the therapeutic alliance and relationship between my clients and myself. 
Furthermore it is my opinion that involving the client as much as possible in the 
process of their therapy automatically increases autonomy, responsibility, and 
control over their own lives, as these are things that clients often feel they are 
lacking. These features highlight the benefits of CBT, and while I generally prefer the 
delivery of CBT approaches to therapeutic practice, I have found myself sometimes 
wishing there was a bit more time to reflect on the process from a relational 
perspective. From discussions with my supervisor in my final year it was suggested 
that the trick is to learn how to link process observations into the formulation, which 
then gives 'permission' to discuss these reflections within a CBT context. However, I 
also appreciate that this approach is not always necessary or possible, and is 
something that can serve my own pleasure sometimes rather than the clients.
Another reflection is that during my final year I was able to work with a group 
of psychologists who were part of a close team, and this was the first year that I had 
been both available and expected to attend team meetings and take on service 
development projects. One such example was trialling the delivery of individual PTSD 
psychoeducation to clients as a discrete phase of therapy. Being handed some 
responsibility for a part of the service functioning was a more powerful 
communication than anything that could have been said or written about believing in 
my skills. I think that this message is important to bear in mind for therapy too, 
taking interventions beyond the verbal to an experiential level. This is another reason 
why I liked practicing within a framework where the 'doing and living' i.e. 
behavioural part was stressed just as much as the mental understanding. For people 
like me who easily get caught up in intellectualising and are cognitively high 
functioning, practicing what is being preached can take therapy to a whole new level 
through an embodied sense of change.
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A good example of this occurred with one particular client 'Mrs May' (Year 3 
Process Report 1 in Appendices). In the session I presented we tested out a 
behavioural experiment, which we agreed was for her to put some flowers and a 
candle in the office at home, and empty the waste-paper basket. This room had 
always been linked with her husband's death because it was where he was before he 
died. Weeks later through the process of doing this she informed me that by facing 
her fear of emptying the waste-paper bin and changing the arrangement of the 
room, she had actually found a piece of her husband's jewellery she had been 
looking for to wear around her neck. This was an unplanned coincidental form of 
'positive reinforcement' (Skinner, 1953), but Mrs May would not have found the item 
without working towards this specific behavioural goal together. We subsequently 
also managed to complete an off-site visit to the doctor involved in her husband's 
death. This allowed her a unique opportunity to understand what exactly had 
happened to her husband, and whether there was anything she could have done 
differently to prevent his passing. After having the chance to converse with the 
doctor, Mrs May reported that her ''concrete block'' had been blasted and she no 
longer blamed herself for her husband's death. While this off-site visit was initially 
scary for me in learning how to navigate the therapeutic boundaries in an 
'uncontained' environment, it worked well; and it was something that proved to be 
very beneficial ultimately for my client.
I have used the experiences from my third year to form a more broadly 
integrative way of working. To return to the analogy from earlier I have learnt to not 
be so scared of being seen by the client, getting it wrong, or admitting and 
responding to my genuine emotional experiences in the moment, rather than just 
intellectualising about them. Through this training my own confidence both 
professionally and personally has increased, and has allowed me to tackle some of 
my own perfectionist tendencies. I wish now to take some time to consider the way I 
understand my research in relation to clinical practice before assessing what 
counselling psychology means to me.
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Research on a Taboo Topic
My research over the past three years has been centred on the discussion of clients' 
sexual lives in therapy. This is a topic that I think has a lot of importance for many 
outside of the therapy room, yet as I explore in my literature review, the situation 
inside the therapy room for those working in non-sexual service settings has been 
quite unclear. As I stated in the introduction to the portfolio I realised that my desire 
to research this topic has actually been quite longstanding. My interest came from 
my undergraduate years where I studied a philosophy module on ethics and sex, 
which raised my curiosity about how people relate to sex and use it within their lives. 
Not only was the content fascinating but also the class really struggled to discuss 
more taboo topics like prostitution or paedophilia. These experiences showed me 
how sexual life was loaded with morality and personal meaning that, for better or 
worse, left less space to free-up thinking.
Another question I was left wondering at that time was how people managed 
to negotiate these topics in non-social relationships such as in therapy. I had some 
first-hand experience of this in my first year when my initiation of a conversation 
about personal sexual experiences was not met with the encouraging response I was 
hoping for, which left me feeling somewhat invalidated. I refer the reader to the 
'personal reflections' sections in my literature review and two research studies for 
more detail about these experiences, as well as my own experiences in discussing 
sexual topics with clients. These encounters provided me with further reasons to 
undertake research on sexual topics.
Aligning with counselling psychology's humanistic and phenomenological 
underpinnings, I believe that sexual life is a topic that psychologists should be 
thinking about more in everyday practice, especially given the general lack of 
literature on this (Thomas, Brown, & Cachia, 2012). Counselling psychology is based 
on an inherently relational philosophy so always views the client in relation to others, 
both in terms of the cause and impact that others are having on their psychological 
wellbeing (Woolfe, Strawbridge, Douglas & Dryden, 2009). My research has really 
been an attempt to open up discussion within the profession regarding the
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consideration of clients as sexual beings. The aim has been to lessen taboos, increase 
awareness of interfering factors, and take any necessary steps to address these 
factors so that we are as open to processing our clients' sexual experiences as 
personally possible.
In my second year interpretative phenomenological analysis on practicing 
clinical and counselling psychologists I was able to understand more about barriers to 
sexual discussions such as concerns about personal image, fear of offending the 
client, lack of training, and having to manage uncomfortable personal reactions to 
the material. The more specifically clinicians can understand these issues, the more 
they can understand whether these barriers can be addressed within training and 
research, and what can be done to help practitioners feel more prepared to discuss 
sexual life. This idea was also what motivated my third year research where I opted 
to focus specifically on the initiation of sexual disclosures in therapy as this was 
described as a common hurdle for my year 2 research participants. I refer the reader 
to pp. 230 -  239 for a full summary of my findings.
What it Means to be a Counselling Psychologist
My development as a counselling psychologist has meant many different things to 
me at different times and I am not sure there is an easy or straight answer to this. 
Throughout the profession there are also confusions as to where exactly counselling 
psychologists' allegiances lie (Larsson, Brooks & Loewenthal, 2012). This might mean 
that at times counselling psychologists are working towards two seemingly 
incompatible goals: that of a scientist practitioner with an interest in only observable 
phenomena; and that of a relational counsellor with an interest in unseen 
transferential and interpersonal processes. However, in accordance with Ediey 
(2001), I find this dilemma a source of interest and excitement rather than a problem 
per se because I value the fluidity and complexity inherent within this profession's 
epistemological standpoints. Further weight is added to this opinion by turning to 
Draghi-Lorenz's (2010) mathematically based argument that all theories have
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inherent contradictions within them and this is the norm rather than the exception. 
Therefore to navigate contradiction and complexity, it is of central important to hold 
a critical stance towards practice and the various therapeutic and medical traditions 
that counselling psychologists encounter in their roles. The point is to remain 
committed to utilising the important qualities named above such as compassion and 
being genuinely responsive to the client regardless of theoretical orientation. I 
consider these to act as trans-therapeutic qualities, with a strong focus on the how 
as much as the whot of theory and technique, and I look forward to developing these 
qualities more on the next chapter of my journey.
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Introduction to Research Dossier
This dossier is a collection of my three research papers over the years, with my 
literature review in year 1, qualitative investigation in year 2, and quantitative study 
in year 3. All papers focus on approaches to clients' sexual lives and sexual discussion 
in therapy. Researching this lively topic has at times been one of the most intensive 
aspects of my training, and I hope the following pages do justice to this complex but 
fascinating area of practice and the diverse opinions contained within the field.
From feedback received, and as a result of my own reflective questioning, the 
literature review you see in this portfolio (Thomas, Brown & Cachia, 2014) has 
changed considerably from the original version I submitted in my first year (Thomas, 
Brown & Cachia, 2011). While it contains much of the same literature and references, 
my interpretation of the text has changed. This shift occurred due to a growing 
appreciation of the subjective and multi-faceted nature of sexual practices, and the 
significant assumptions present in many models of sex and sexuality stemming from 
heteronormative assumptions. Therefore to view the progression in my 
development, the reader is advised to begin the research dossier with my second 
year qualitative research before moving onto my third year quantitative study, and 
then finally my literature review.
In my literature review I set out to provide a summary of some major 
historical and contemporary approaches towards sexuality to assess the benefits and 
limitations inherent within these different positions from a counselling psychology 
perspective. Re-writing portions of this review has provided me with an opportunity 
to really engage with the depth of a counselling psychology perspective on the 
position of sex, and to appreciate the unique standpoint that this profession has in 
prioritising only ethics and values when working with clients sexual lives. The act of 
sex becomes a relative term entailing different meanings to different people at 
different times depending on their values, beliefs and experiences across their whole 
lifetime. This position is in contract to an everyday understanding, where aside from
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biological sex, 'sex' as a noun typically refers to genital stimulation via penile-vaginal 
intercourse.
Adopting this social constructionist standpoint in the literature review has 
allowed me to position sex within sexuality as opposed to trying to understand it in 
isolation. The World Health Organisation (WHO) (2006) embraces a particularly 
inclusive working definition by considering cross-cultural views and has defined 
sexuality as:
...a central aspect of being human throughout life encompasses sex 
(biological^), gender identities and roles, sexual orientation, eroticism, 
pleasure, intimacy and reproduction. Sexuality is experienced and expressed 
in thoughts, fantasies, desires, beliefs, attitudes, values, behaviours, 
practices, roles and relationships. While sexuality can include all of these 
dimensions, not all of them are always experienced or expressed. Sexuality is 
influenced by the interaction of biological, psychological, social, economic, 
political, cultural, legal, historical, religious and spiritual factors, (p.5).
Sexual practices are therefore an expression of one's sexuality that involve physical, 
psychological and relational components, and do not exist apart from values and 
desires.
Engaging with social constructionist literature has also allowed me to detach 
biological sex as being synonymous with gender, and to consider gender alternatively 
as: "attitudes, feelings and behaviours that a given culture associates with a person's 
biological sex" (American Psychological Association [APA], 2011, para.2). This 
differentiation is important given evidence that sexual and gender-normative 
expectations vary within different cultures (Hicks & Milton, 2010; Milton, 2014). 
Furthermore APA (2011) considers sexual orientation to refer to: "the biological sex 
of those to whom one is sexually and romantically attracted to" (para.5). However, 
as noted this statement is problematic because for some people sexual orientation is 
fluid, and for some people attraction to others occurs on a continuum. This dilemma
1 Author addition
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leads again to a conclusion that sexual orientation categories are socially constructed 
concepts (APA, 2011; Hicks & Milton, 2010). This shift in ontological positioning has 
situated my literature review within contemporary psychological theory, research 
and practice; and as described in the final section of the review has allowed me to 
make some suggestions for future research.
On a personal level, it has been fascinating to reconsider my research dossier 
in light of a social constructionist framework because this has been a standpoint I 
have personally considered, without necessarily defining it in those terms. When 
reflecting on my own sexuality I do not consider it to adhere to gendered or 
heteronormative standards, and yet within my research I focus on the genital 
physicality of sex as the defining features of sex. I also focus on categories of 'sexual 
dysfunction', aligning my work with medical and sexual health literature. This 
incongruence may have occurred for two reasons. Firstly because I became so 
focused on seeking evidence that confirmed my own experience of sexual discussion 
in therapy (as discussed in the personal reflections), I over-focused on physicality. 
Secondly as Kort (2008) suggests, that heteronormative discourses are so prevalent 
within Western societies, that one is inherently prejudiced and affected by them 
even if one's lived experience does not conform to these standards. These biases are 
present in both my research studies where I opted to use qualitative and quantitative 
methods to study sexual life.
The decision to use qualitative and quantitative research stemmed from a 
belief that this multi-perspective taking role encapsulates what is demanded of a 
counselling psychologist. Qualitative perspectives are useful to understand people's 
subjective and lived experiences, and quantitative ideologies can help to illuminate 
group processes and areas of commonalities versus differences across human 
experience (as long as this information is contextualised within culture and society). 
Upon reflection, I appreciate that utilising such a strong social constructionist 
perspective within my literature review might seem at odds with the decision to then 
adopt a quantitative approach, at least in part. Nevertheless, from a pluralist 
perspective, different research questions involve different epistemologies to best
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answer the question. Different answers also materialize when adopting different 
perspectives.
To iterate, when conducting an overview, average trends may emerge. When 
answering a survey question where a simple response is required, on average most 
heterosexually identified people might only consider sex to mean penetrative 
intercourse. However, when experience is scrutinised, people will likely report 
instances of deviation along with variations in ideas about heterosexual intercourse 
i.e. Masters, Casey, Wells & Morrison (2013). These variations may include same-sex 
sexual attractions or experiences as well as non-mainstream sexual practices. This is 
also a point that Milton (2014) raises when he considers: "what does heterosexuality 
actually look like?" (p. 19). Hence both quantitative and qualitative research 
perspectives serve some use, so long as one realises the limitations of each position. 
Researching the same topic from these micro and macro perspectives has been very 
rewarding, albeit challenging at times. Hence the two research projects will now be 
considered for their contributions, starting with my second year interpretative 
phenomenological analysis [IPA], which investigated the role that clients' sexual lives 
have to play in clinical and counselling psychologists' everyday practice i.e. not a 
specialist sexual service.
In this research it was apparent that at times I adopted a medicalised and 
genitalia-centred understanding of sex by focusing on the explicit discussion of sexual 
practices, drawing primarily from the sexual dysfunction literature, and by not 
actively challenging the heteronormative assumptions inherent in the term 'sex'. 
Regardless of these limitations, the research produced some relevant, interesting 
and enlightening data, and raised questions for psychotherapy training. The findings 
did indicate that some participants struggled to accommodate an appreciation of 
client's sexualities within their everyday practice settings, particularly when working 
in a time-limited cognitive behavioural or medical setting. The study also highlighted 
that practical exposure was the most important ingredient for participants in gaining 
competency in discussing the literal details of clients' sex lives, which was often 
missing from training. There was a range of comfort levels with some participants
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seeking to actively avoid sexual discussions in practice, and many participants 
undergoing additional psychosexual training once qualified.
Interpreting this data today as part of my continuing professional 
development and when conducting future qualitative research, I would place even 
more emphasis on the effect that this avoidance of sexual discussion may have on 
the therapeutic relationship, one of the most essential ingredients for positive 
therapeutic outcome (Hovarth & Bedi, 2002). I would consider the way in which 
participants integrated the social, psychological, and intersubjective aspects of sexual 
discussion with the physical elements. I would also contemplate the way in which 
sexual discussion varied with different presentations of sexual experiences including 
non-heterosexual and non-normative practices, and inquire more about these in the 
interview. It could be useful to ask clinicians questions about how and whether the 
increased focus on addressing sexuality and practicing affirmatively with clients has 
helped them to broach sexual concerns with clients, and how they have managed 
over and under focus on sex-related concerns. I would lastly reflect on the way in 
which consideration of client sexualities appeared to interact with the clinician's own 
sexuality including gender and sexual orientation identification, and include 
ontological positioning within the analysis. These suggestions could help to increase 
the relevance and importance of this work to sexual minority clients, and provide a 
broader perspective on sexual discussion.
Furthermore, as stated in the research, client perspectives on the way in 
which their sexuality and sexual life is discussed in therapy is necessary to gauge an 
understanding of the potential impact of this phenomenon. Future research 
obviously could investigate clients' experiences and how they understood their 
sexual lives to have been managed in non-specialist sex therapy settings, what was 
helpful and unhelpful, and whether this was an appropriate setting for this work.
Similar critiques apply to my third year research. Based on a finding in my 
year 2 study that sexual discussion was particularly hard to initiate, in year 3 I 
decided to exclusively focus on sexual disclosure events across different therapeutic 
interactions to investigate the way that this first step was both made and responded
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to. While I adopted an inclusive definition of sex including non-mainstream sexual 
practices, non-heterosexual sexual practices, and masturbatory activities, this 
definition again prioritised genital sexuality as a primary focus unless participants 
labelled their non-genital experiences as erotic or sexual. Genital sexuality may be 
relevant, pleasurable and paramount to 'sex' for many clients, but a physically based 
definition rather than a pleasure based one neglected to capture clients' erotic and 
sexual experiences that did not fall within this range.
Some of my reflections also concern the original codebook I created to guide 
my analysis, and my final comments concern the strengths and limitations of this 
creation. In future I would change some of the language within the codebook, which 
is overly technical to make it easier to use, and which is probably reflective of my 
people-pleasing desire to show I was being effective as a quantitative researcher. As 
a result my coding scheme is most useful as a comparative and descriptive tool to 
assess the way in which therapists and clients' sexual discussions have altered over 
time /  therapy. It could also be helpful when assessing therapy transcripts whereby 
clients are known to want to discuss genital sexuality or eroticism, otherwise there is 
no other way of assessing the appropriateness of a therapist's approach or avoidant 
response. However, this method could be a useful training tool for that reason, 
especially when triangulated with data about the therapist and client. The range of 
inferences that could be made by using this method would be enhanced by an 
integration with an interpretative method (such as narrative or discourse analysis). 
Hence therapists' approach and avoidance responses could be contextualised 
throughout the text in light of the themes of the discussion or function of therapist's 
language. Finally, the codebook could also be amended to include wider discussions 
around sexual orientation and gender, and non-genital physical intimacy which again 
when triangulated with interpretative data and information about therapist and 
client could be a constructive future research avenue.
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Abstract
Sexual life can be one of the most uncomfortable and intimate topics to discuss in 
therapy (Farber, 2003, 2006; Miller, 2011; Ridley, 2006; Shalev & Yerushalmi, 2009); 
therefore it is helpful to consider the way in which sex has been approached within 
therapeutic literature. This review considers the changing conceptualisation of sex as 
an aspect of sexuality since Freud, and movement towards inclusive non- 
discriminatory practice focusing on the phenomenological experience of the 
individual by taking account of social contexts, and negating the idea of objective 
sexual truths. These shifts are occurring in tandem with an increasing médicalisation 
of sexual concerns in medical settings. It is argued from a pluralist counselling 
psychology perspective that clients' experiences and goals should be placed at the 
centre of the therapeutic agenda, and that a critical and multidimensional 
perspective is imperative in matters of sex. Additionally, future areas of study for 
counselling psychologists are suggested.
Keywords: sex, sexuality, counselling psychology, pluralism, heteronormative, 
postmodernist
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Introduction
Working with clients' sex lives in therapy has undergone many transformations over 
the years. Therapeutic efforts in this area have shifted through a wide range of foci 
such as a spotlight on the impact of infantile sexuality in Freudian analysis (1905); to 
sex education in 1970s sex therapy (Masters & Johnson, 1970); then fostering 
intimacy and connection following the relational turn (Green, 1995) finally to the 
growing consideration that sexual behaviours and identities may be fluid (Diamond, 
2008). The debates continue in contemporary practice with a growing appreciation in 
some quarters of using affirmative approaches with non-heterosexual clients (Ritter 
& Terndrup, 2002). Yet in the medical realm and NFIS settings there simultaneously 
appears to be an increasing médicalisation of sexual 'dysfunctions' (Tosh, 2012), and 
preference for universalised approaches such as cognitive behavioural therapies 
(CBT) (Tudor, 2008).
An obvious tension exists between these two contemporary agendas. One is 
centred on affirming and respecting clients' sexual expression, identities, and 
lifestyles. The other involves increasing pharmaceutical regulation over what is 
considered to be normal and healthy sex, and a focus on universal processes which 
do not consider the real impact of sexual difference in clients' lives (Milton, 2014). 
These dramatically different historical and contemporary approaches signify the 
substantial degree of dispute and controversy over what should be targeted when 
working with clients' sexual lives. Furthermore this disparity highlights the difficulty 
in beginning to understand sex and where to position the role of sexual discussion in 
therapy.
Given the ongoing debates regarding the conceptualisation of sex and work 
with clients' sexual lives, a comparative, critical, and concise overview of the major 
historical and contemporary trends are presented within this literature review. This 
overview begins by outlining how sex has been situated within the two major 
traditions that have historically dealt explicitly with sexual material (psychoanalysis 
and sex therapy) and the core components of these. These traditions are isolated 
because they have held considerable influence over the notion of sex and the 
discourse that surrounds it i.e. perversions within psychoanalysis, and sexual
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function and dysfunction within sex therapy. The review will then progress to 
consider a counselling psychology perspective on sex, and the ways in which 
contemporary practitioners have contextualised clients' sexual lives, prioritised 
subjectivity, and focused on social justice and affirmative practice to address the 
shortcomings of classical psychosexual frameworks as well as the médicalisation of 
sex. These trends are critically and comparatively evaluated from a pluralist and 
relational counselling psychology perspective. It is argued that given the inherent 
tensions and complexities involved when working in such a sensitive, intricate and 
multi-faceted field, a critical and pluralist perspective is necessary. The final section 
of the review will reflect upon counselling psychologists' engagement with the sexual 
realm, and areas for future investigation.
A final consideration is that the purpose of the review is not to seek a 
particular definition of sex, or to be prescriptive about the way to work with clients' 
sexual lives in therapy. It is understood that sex (however one defines this) is merely 
one potential expression of sexuality, but due to the intimate nature of this topic it is 
important to consider the way in which sexual theories and models have affected 
clinician engagement and understanding of sex as an aspect of sexuality in particular. 
Assumptions and norms regarding sex inevitably impact the way in which therapists 
and clients relate to sex and affect sexual discussion in therapy. The review is thus 
intended to emphasize norms, assumptions, and barriers to sexual discussion and to 
invite the reader to consider their own views and beliefs regarding appropriate 
sexual discussion in therapy.
History of Sexuality in Therapeutic Practice
In order to best understand contemporary practice and a counselling psychology 
position towards clients' sexual practices, it is necessary to first understand the 
historical roots of therapeutic approaches to this material. There have been many 
historical pioneers of sex research such as Havelock Ellis (1859-1939) who argued in 
his famous book Sexual Inversions (Ellis & Symonds, 1897) that gay and lesbian 
patients' sexual orientations were inherent, and not to be treated as a form of 
mental illness. Richard von Krafft-Ebing (1840-1902) focused his studies on those
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who engaged in sexual activities deviating from heterosexual societal norms such as 
object fetishes and sadomasochistic practices, and contended that these patients 
should be treated with therapy rather than simply declared insane or imprisoned. In 
later years innovators of sex research such as Kinsey, Pomeroy & Martin (1948,1953) 
conducted large-scale studies of 5300 males and 5940 females regarding the 
frequency of particular sexual behaviours. While they only recruited white American 
participants, giving a narrow perspective; in this research they found that women 
were more sexual than previously believed, and that sexual preferences were more 
diverse and fluid than common assumptions at that historical time.
However, the fitting place to begin this review is at therapeutic origins with 
one of the most famous sex pioneers, Sigmund Freud (1856-1939). Freud's theories 
regarding infantile sexuality (1905) and childhood sexual development via the 
resolution of the Oedipus complex (1909) have had a lasting impact on 
psychoanalytic practice (Barden, 2011). Therefore a very brief summary of his main 
theories on the matter is presented.
Freud (1905) was greatly interested in the impact of sexuality on clients' lives 
and viewed sexual development as the basis for understanding patients' presenting 
problems, whatever they may be. Freud (1905) saw the desire for sex as an inherent 
and primary biological life force (the libido). As a result he attempted to create a 
universal theory of sexual development beginning in childhood that explained the 
way in which patients coped with this troublesome energy, which needed to be 
discharged or inhibited to continue effective functioning (Freud, 1905).
Central to Freud's theories about the management of sexual impulses is the 
'Oedipus complex', which is defined as the successful resolution of unconscious 
infantile desires to mate with the opposite-sex parent, and to kill the same-sex 
parent (Freud, 1897, pp.265-6). Freud (1905) believed that a 'normal' sexuality 
invariably involved the resolution of the Oedipus complex, leading to identification 
with the same sex parent and a sexual desire for persons of the opposite sex. 
Therefore any deviation from heterosexuality or a commitment to penile-vaginal 
('genital') sex was considered to be a developmental arrest, an immature position 
(Freud, 1905). Additionally Freud (1925) thought that females could never fully
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resolve the Oedipus complex because women were disadvantaged in life due to their 
lack of a penis. Therefore the female would always desire her father and envy the 
phallus until she could have a baby to substitute this deficiency (Freud, 1925)
There are indeed findings within recent literature that support aspects of 
Freud's theories, such as infantile sexual arousal and sexual curiosity (Fonagy, 2008; 
Target, 2007), which some studies report occurs even in the womb (Pedreira, 
Yamasaki, and Czeresnia, 2001). In reference to the Oedipus complex there are also 
numerous reports of young children expressing desires to marry an opposite-sex 
caregiver (Lucy Daniels Center, 2009).
However, Freud's understanding of child development that placed sexual 
processes at the forefront of maturity was incomplete in a number of ways. Firstly, 
Freud was unaware of the primacy of meeting infant's attachment needs for healthy 
development (Ainsworth & Bell, 1970; Bowl by, 1969; Cassidy & Shaver, 2008) and 
the large contributions of caregivers to the success of this process, rather than 
locating this responsibility in the child alone. Secondly, Freud did not consider that 
children might learn gender roles from interactions with their social environment 
rather than gender identification occurring as an inherent process (Martin & Ruble, 
2004). Thirdly, Freud's version of the Oedipus complex meant that Freud endorsed a 
particular conception of healthy sexuality that privileged heterosexuality and penile- 
vaginal intercourse, pathologising the development of non-conforming clients 
(Barden, 2011). Fourthly, Freud's conceptualisation of female sexual life rendered 
the worth of female genitalia and sexual pleasure to being invisible because Freud 
viewed female gender as the failed inverse of the male gender, rather than as 
something different but equal (Potts, 2002; Young-Bruehl, 1990).
Despite the limitations of Freud's (1897) Oedipus complex, it has remained a 
defining theory of psychoanalysis to date, even though it has undergone many 
transformations over the years (Barden, 2011). This indicates that many practitioners 
have found the principle of the Oedipus complex useful, and Freud was a pioneer for 
drawing attention to infantile sexuality, whereas in contemporary life children are 
usually falsely understood to be asexual (Levine, 2002). Until relatively recent years 
with the emergence of therapies specifically designed for sexual minority groups, for
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example pink therapy (Davies & Neal, 1996) and gay-affirmative therapy (Ritter & 
Terndrup, 2002); historically the only other therapy to place such a large and explicit 
focus on the sexual aspect of life has been aptly labelled 'sex therapy'.
Masters & Johnson (1966, 1970) are typically credited with pioneering sex 
therapy through their observational and physical research even though some of their 
interventions were already in use (Wolpe, 1958). Their curiosity was in how humans 
experienced sexual pleasure, and they conducted a large-scale observation of 312 
men and 382 women's sexual arousal and orgasms. From this they created their 
model of human sexual response that was based on the idea that there was linear 
progression across four phases: excitement; plateau; orgasm; resolution (Masters & 
Johnson, 1966). Kaplan (1974) later added desire to the response cycle, which 
became widely accepted, and subsequently, the model was condensed into three 
stages of: desire, arousal, and orgasm (Goodwach, 2005). These ideas have had a 
lasting impact as 'sexual dysfunctions' of each 'phase' during sex are included in the 
DSM IV-TR and DSM V today i.e. delayed ejaculation and female sexual interest /  
arousal disorder (American Psychological Association [APA], 2000; APA, 2013).
From the history of sex therapy, it is clear that it differed from and aligned 
with Freudian analysis in a number of crucial ways. Firstly, unlike Freud, Masters & 
Johnson (1966, 1970) did not make assumptions about the centrality of sexuality to 
the human condition. Alternatively they offered focused ways of dealing with 'sexual 
dysfunction', while stipulating the importance of sex in relationships. Secondly, the 
functional symptom-reducing nature of sex therapy made the work very behavioural 
and educational (Binik & Meana, 2009; Wiederman, 1998) as opposed to insight 
focused in psychoanalysis. Sex therapy therefore involved explicit sexual discussions 
and recommendations about how to best have sex by the therapist, but this again 
positioned the therapist as an authority on the client's life. Penetrative sex was 
again placed at the centre of healthy sexual practices as dysfunction categories were 
constructed around this particular activity, and in later years Masters & Johnson 
(1979) did support conversion therapy that one could 'convert' to a heterosexual 
orientation as opposed to a gay or lesbian orientation.
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In support of sex therapy research, Masters & Johnson (1966,1970) helped to 
uncover much new information regarding the physiology of sexual arousal, and 
dispel myths such as the safety of sex during pregnancy (Maier, 2009). Furthermore 
this educative approach helped clients to better understand their bodies, own 
sexuality, and to challenge some of the taboos regarding sexual discussion that 
existed at that time (Wiederman, 1998).
Flowever, Master & Johnson's (1966, 1970) research included mainly white 
and only heterosexual participants neglecting these perspectives in their research, 
and in 1979 fuelled prejudice against non-heterosexual clients by claiming they could 
convert their sexual orientations. Data was also not economically valid as it was 
laboratory-based, and classical sex therapy models were also based on problematic 
assumptions, namely the central focus on achieving orgasm. This premise ostracised 
clients who could not reach orgasm or did not want to, and did not consider other 
factors for orgasm failure stemming from emotional and relational causes rather 
than incorrect technique (Basson, 2001; 2005; Tiefer, Flail & Tavris, 2002). The 
prioritisation of orgasm also implied that any sex not resulting in orgasm was 
substandard, and neglected other motivations i.e. to express and receive affection; 
to conceive; to explore personal and relational boundaries; to play (Tiefer et al.,
2002). Additionally while the focus on sex helped to decrease the strong taboos 
regarding sexual discussion, Wiederman (1998) argues that this appeared to be the 
main reason for therapeutic success. This critique again supports the view that these 
models were incomplete due the endorsement of a particular type of sex and over­
focus on biology.
Despite their differences, both Freudian and classical sex therapy models 
supported a modernist view of sexual expression prioritising heterosexuality and 
penile-vaginal sex, which is still prominent in medical settings given the increasing 
médicalisation of sexual concerns (Tosh, 2012). As a result of these narrow 
implications for sexual health, both the Oedipus complex and sex therapy models 
have been appraised and remodelled. Counselling psychologists have also engaged 
with these debates, and hence the position of sex within counselling psychology will 
initially be considered. This position will be used to critically engage with
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contemporary sexual literature from different philosophical perspectives (labelled 
trends) and finally critique the increasing médicalisation of sexual concerns.
Position of Sex in Counseliing Psychology
Counselling psychology as a profession is unique in that it does not identify with any 
one particular school of therapy, and as part of an ethically led approach adopts a 
critical stance to theory, research and practice (Strawbridge & Woolfe, 2010). As 
there is no one way to be a counselling psychologist, there is thus no one position of 
sex within counselling psychology. Nonetheless adopting a value based stance to 
practice does mean that counselling psychologists typically prioritise the creation of a 
collaborative therapeutic relationship aligning with a relational perspective and 
contextualise distress and wellbeing within social contexts (Cooper, 2009). 
Furthermore it is common in contemporary practice to adopt a pluralist position 
(Orlans & Van Scoyoc, 2008) with the recognition that no one approach can be 
universally applied to all clients, and that clients benefit from different interventions 
at different times (Cooper & McLeod, 2011).
Flence in counselling psychology practice there is no right or wrong way to 
work with clients' sexual concerns, it becomes a matter of which methods are 
helpful, or unhelpful in facilitating clients to reach their goals in therapy, and to 
promote their wellbeing. The judgement of 'helpful or unhelpful' will inevitably be 
different for every therapist-client team depending on which aspects of the client's 
presentation are focused on and the way in which utility is evaluated. As such the 
therapist is not positioned as the authority on clients' sexual lives as in classical 
psychosexual models, there is no one desired therapeutic outcome, and 
identification of problems relies much more on using clients' subjective experiences 
as a template.
Furthermore due to a commitment to holism, counselling psychologists do 
not separate mind from body and as such usually refer to and focus on sexuality as 
opposed to simply sex. Sex cannot be understood in isolation from other aspects of 
being (Hicks & Milton, 2010; Milton, 2007; Spinelli, 2001). Hicks (2010) argues that 
sexuality is: "a complex tapestry of identities, behaviours and attractions, all
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interwoven with other aspects of a person's identity to make up the totality of what 
they experience themselves to be" (p.243). As stated however, sexual practices have 
been separated for the purposes of this review because it is often a particularly 
sensitive and personal aspect of life and therefore ways of understanding sex and the 
facilitation of sexual discussion in therapy merits particular attention.
While negotiating such a fluid position may feel less containing for a clinician, 
the guiding principles of prioritising the clients' goals and collaboratively deciding on 
the methods with which to achieve them is preferable given evidence that the "key 
predictor of outcomes remains the extent to which the client is willing and able to 
make use of whatever the therapist provides" (Cooper, 2008, p.157). This finding 
aligns with another consistent discovery that goal consensus and a collaborative 
therapeutic relationship are amongst the strongest therapeutic variables linked to 
outcome (Norcross, 2002; Tyron & Winograd, 2002). Therefore to maximise 
outcomes, therapy needs to be structured around client's wishes and their own 
theories of change (Robinson, 2009) and collaboratively integrate techniques and the 
therapist's expertise as opposed to utilising any particular model as a default 
position. Moreover, given that sex is an area of life that is still subject to 
heteronormative discourses focused on orgasm and penile-vaginal sex (Barden, 
2011), it is especially important to adopt a critical stance to both the client's and 
one's own views about sex when working with client's sexual lives. These principles 
form the basis o f the following critique.
Trends
Contextualising Distress: The Relational Turn
This trend refers to a relational re-conceptualisation within culture; and in 
psychoanalysis this turn is responsible for a paradigm shift in the 1980's (DeYoung,
2003) that relocated the importance of clients' sexual drives from being crucial to 
human development to almost negligible and absent in much contemporary 
psychoanalytic literature (Budd, 2001; Fonagy, 2008; Green, 1995). An important 
precursor to the relational movement is Fairbairn's (1954) 'object-relations' theory, 
which states that the psyche is not 'pleasure-seeking', but 'object-seeking'. This claim
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was later substantiated by repeated evidence of the human tendency to seek out 
and maintain relationships with others (Ainsworth & Bell, 1970; Bowl by, 1969; 
Cassidy & Shaver 2008).
Proponents of object- relations theories focused therefore on the quality of 
early relationships and the ways in which clients had internalised and maintained 
these psychic relationships to dictate their personalities i.e G untrip (1961); Klein 
(1945); Winnicott (1965). Daines & Perrett (2000) report that practitioners began to 
consider a conceptual interpretation of the Oedipus complex as an alternative to a 
sexual one, which resulted in a focus on themes of intimacy, separation, and the 
ability to cope with the disappointment and exclusion that triangular relational 
dynamics bring. In later years specific 'relational' therapies began to develop i.e. 
Mitchell & Greenberg (1983); Safran & Muran (2000). These therapies amalgamated 
object relations theories with an understanding that client's internal worlds were 
most usefully understood interpersonally, through the evolving relationship between 
patient and therapist.
The relational turn has also influenced sex therapy to an extent as some 
prominent sex therapists such as lasenza (2010) discuss the importance of the 
therapist's use of self as a central change agent. Donahey & Miller (2001) and Miller 
& Donahey (2012) challenge model-based approaches to sex and suggest the central 
role of incorporating client feedback when assessing outcomes and to judge success 
on an individually contextualised basis. However, many sex therapists retain a 
primarily symptom-focused cognitive behavioural approach towards clients' sexual 
problems (Barker & Langdridge, 2013), and the implications of thus are discussed 
within the médicalisation trend.
Hence, it is clear that ontologically, relational perspectives present a different 
sexual reality to that described in classical psychosexual models. Such a view entails 
that sexual truths regarding sexual behaviour are not objectively defined but created, 
formulated, and reformulated through collaborative inquiry within the therapeutic 
relationship as part of a fluid process. As such. Mills (2005) claims that relational 
approaches are variants of social constructivism whereby "knowledge emerges from 
dialogic relational involvement wedded to context" (p. 12).
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Such an approach aligns with a counselling psychology perspective and has 
some clear uses and advantages to classical models in that sexual meaning is not 
assumed and is carefully explored with clients, prioritising their experiences. It is also 
understood that sexual meanings are also created and revised through the 
therapeutic relationship, recognising the therapist's role in the facilitation of sexual 
discussion. Clearly however, such interventions depend on the therapist's own 
understanding of and relationship to sex and sexuality (Miller, 2011), which has been 
the source of counselling psychology critique.
One core misinterpretation from a social constructionist or existential 
perspective regards the ways in which therapists have construed the notion of 
'intimacy' in sexual relationships to culminate in particular problematic discourses. 
For instance only a heterosexual and monogamous endorsement o f sex and 
relationships is valued, and clients who are involved in non-monogamous 
relationships are viewed as pathologically avoiding intimacy (Hicks & Milton, 2010; 
Milton, 2014). Therapists are unaware of or reject evidence that for some clients the 
negotiation of an open relationship and extra-dyadic sex better suits their needs and 
that these clients remain in loving and intimate relationships with their partner(s) 
(Bonello, 2009; Masters, Casey, Wells & Morrison, 2013).
Another concern from a psychodynamic perspective is that a seemingly 
asexual notion of clients (Budd, 2001; Fonagy, 2008; Green, 1995) appears to have 
occurred in modern psychodynamic therapies, lasenza (2010) also states that many 
relationship therapists falsely assume that sexual change automatically follows from 
working on the overall quality of the couple relationship, which has not matched 
their clinical experiences. While classical psychosexual therapies can be rightly 
critiqued for focusing too much on biology and sex, it is also unhelpful to ignore the 
physical aspects of client's sexual disclosures.
Shalev & Yerushalmi (2009) conducted a qualitative investigation of 10 
relationally orientated psychologists and psychiatrists and found that in their 
accounts of client work, sex was considered to be separate from intimacy (which was 
prioritised), rather than considering the ways in which the two relate. Additionally 
therapists automatically focused discussions on the management of relational
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boundaries neglecting to attend to the content of client's sexual anxieties. When one 
client was troubled about the content of their sexual fantasies, and the therapist 
never invited the client to share this information, so it remained unsaid. While this 
one qualitative study was not designed to be generalised from, and while this study 
involved participants without core psychosexual training, an asexual notion of 
intimacy risks invalidating clients' sexual experiences and affecting the therapeutic 
relationship.
It is possible that in the UK a disregard for sexual discussion may also have 
occurred because in gendered terms the valuation of emotional intimacy is typically 
a female tra it and separated from the physicality of sexual urges (McCabe, Tanner & 
Heiman, 2010). Freud and his contemporaries were male and may have over focused 
on sex because physicality and sexual prowess aligns with a male gender 
(MacDougall, 2006). Most modern therapists and many clients are indeed female, 
and may explain this opposite occurring bias. A female-framed view of sex can also 
explain contemporary sex therapists' critiques of sexual literature such as that there 
has been too much focus on closeness within the research base, and not enough on 
the separate need for personal differentiation and emotional independence to 
maintain sexual arousal (Durr, 2009; Schnarch, 1995). This bias demonstrates the 
importance of critically evaluating one's own engagement with client's sexual lives in 
therapy, one's own gender identification, and the way in which these elements are 
affecting the relationship and process of therapy.
Another potential reason for withdrawal from the manifest content of sexual 
discussion is that in matters of sex, working through the therapeutic relationship may 
be particularly problematic. Target (2007) and Fonagy (2008) found that when 
observing parent-child interactions, mothers markedly ignore the sexualised facets of 
their baby's expressions such as touching their genitals. This neglect occurs because 
so far, mothers have no conscious strategies to effectively mirror or acknowledge 
sexual curiosity or excitement in a way that does not encourage it (Fonagy, 2008). 
While this study investigated very physical communications of sexuality between 
mother and children, it is not assumptive to consider that concerns regarding sexual 
encouragement may be the case within any intimate or care-giving relationship. This
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fear is also part of the reason why guidance exists regarding the maintenance of 
appropriate boundaries and therapists' responsibilities to their clients (BPS, 2009) 
Yet some authors have argued that erotic feelings and transferences are necessary 
for relational depth within the therapeutic work (Cooper, 2003).
Given these tensions regarding sexual discussion from a relational position, it 
is helpful to consider our role as clinicians. From a counselling psychology 
perspective the aim is not to enforce particular topics of conversation, particularly 
when sensitive, because this can negatively impact the therapeutic relationship. For 
example. Cooper & McLeod (2011) report that a common reason for client dropout is 
that the therapist persists in pushing a particular interpretation. On the other hand 
however, the aim is to recognise that each client's process needs to be facilitated 
and worldview understood (or at least attempted to be understood). As Gerhardt 
(2004) states, reflecting on and giving voice and language to unformulated sensory 
experiences promotes healthy integration into sense of self and personal narratives. 
This formulation is particularly important in the sexual realm where clients have 
often never spoken about their sexual concerns with anyone else before, and a 
therapist who at least appears facultative of such discussion will have a positive 
impact on clients (Stevenson, 2010).
Client as Expert: Phenomenology and Lived Experience
This trend is focused on a movement towards accepting the individual's own sexual 
truths by addressing a different inadequacy of classical psychosexual approaches and 
medicalised practice: the 'therapist as expert' position. One method that has been 
helpful for clients to tell their sexual stories and to help practitioners to understand 
'sex' from clients' perspectives is that of phenomenology. Phenomenology is not an 
ontological position but an epistemological one, as phenomenologists do not seek to 
define or uncover the essence of reality, but to study appearances (Van Deurzen, 
2010). Crucially therapists must try to 'bracket o ff  their existing assumptions about 
sexual expressions and attractions even if they disagree or dislike the content (with 
the exception of non-consensual harmful practices) (Lester, 1999).
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For instance in the field of sex therapy, American clinician Kleinplatz (2007) 
adopts an existential-phenomenological approach to help clients access the 
emotionality of their sexual experiences. Mindfulness has also been used with clients 
as a tool to provide better access to their phenomenological experiences (Owen, 
2013), Mindful body-based approaches have been used within sex therapy to help 
clients focus on their own bodily sensations during sexual activity on a moment-to- 
moment basis (Brotto, Basson & Luria, 2008; Brotto, Krychman, & Jacobson, 2008, 
Brotto, Mehak, & Kit, 2009) and clients in these studies reported finding the 
mindfulness component the most helpful.
Counselling psychologists also place a high value on bracketing assumptions 
when working with clients. To iterate, Martin (2001), describes that when working 
with a male client, adopting an attitude of 'not knowing' appeared to be more 
helpful than delivering interpretations about this client's concealment of his sexual 
behaviours. Spinelli (1997) reports that he works in a broadly existential and 
phenomenological way with his clients' sexualities. Hicks (2010) also challenges his 
colleagues assumptions about a client when they assume that because he appears to 
engage in BDSM (bondage and discipline, domination and submission, 
sadomasochism) practices he must be dysfunctional. Hicks (2010) statement is 
reflective of a growing body of sexual literature that actively challenges the 
pathologising discourse that kink clients are typically subjected to, and demonstrates 
that BDSM practices are more comparable to leisure activities such as going for a 
drink (Barker, lantaffi & Gupta, 2008; Moser & Kleinplatz, 2005). Phenomenological 
methods have also been useful in understanding non-heterosexual clients' 
sexualities, sexual lives, needs and experiences within therapy, which are detailed in 
the next trend.
A subjective focus and phenomenological methods clearly have use when 
understanding and working with clients' sexual lives in therapy because sex is a 
highly subjective, personal and diverse area of life that requires an open-minded 
approach. Actively attending to clients' subjective experiences as reported by them is 
also likely to facilitate the therapeutic relationship and provide a better 
understanding of clients concerns to increase the therapeutic alliance. There is also a
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growing value attached to subjective and phenomenological methods in research 
and practice. The NHS is currently refocusing its agenda to incorporate 
phenomenological research to accurately represent service users' voices in feedback 
(Brocki & Wearden, 2006), although this may take some time to influence sexual 
service provision. Moreover, in DSM V (APA, 2013) BDSM has been removed as a 
paraphilic disorder unless causing distraction or impairment, or non-consensual harm 
to self or other. However, the fact that BDSM is still even outlined in the DSM 
separates it from other 'normal' sexual activities because any sexual (or non-sexual 
activity) could cause impairment, distraction, and could be misused to cause harm to 
others. This diagnosis also neglects that impairment could occur as a result of 
prejudice as opposed to engaging in BDSM itself. Evidently there are still changes to 
make.
Despite the gains of phenomenological perspectives, from a psychodynamic 
perspective it is also crucial to consider the relational function of any 
communications on the listener (verbal or non-verbal), whether this has been 
intended or not (Willig, 2008). Sex does not carry the same meaning for all clients, 
does not include the same experiences, and is not used in the same way for everyone 
all the time. A client may convey different purposes with their narrative such as to 
bond, gain admiration, to seduce, to provoke, to assert power, and perhaps also a 
combination of these motives at different times. Again a therapist's interpretation of 
such a communication is not objective but dependent on their own experiences and 
relationship to sex and eroticism, which need to be constantly considered.
Additionally from a reflexive perspective, in order to best assess relational 
function in the context of clients' lives, it is necessary to draw on both clients' reports 
of their experiences and to carry an understanding of some of the wider social norms 
and prejudices surrounding particular forms of sexual expression within certain client 
groups. This situation again indicates the advantage and necessity of utilising 
multiple perspectives to inform and continually evaluate practice, which is also 
apparent within the next trend.
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Social Justice: Feminism & Affirmative Practice
Another trend, which has often used phenomenological methods, focuses on the 
understanding and affirmation of clients whose sexualities and sexual practices have 
traditionally been underrepresented; neglected; or actively discriminated against 
within sexual research and classical psychosexual models. This population includes a 
large spectrum of people: non-heterosexual clients; clients who practice non­
mainstream sexual activities such as BDSM; clients involved in atypical relationship 
structures i.e non-monogamous; clients who do not conform to a binary gender i.e. 
trans, queer; and also women -  or at least women who embrace a female gender.
Feminist perspectives are not usually included together with non­
heterosexual sexuality literature because those who identify as female do not 
comprise a minority, whereas those who identify as non-heterosexual appear to do 
so. However, due to the fact that many authors attest that female sexuality has been 
similarly misunderstood and discriminated against within classical psychosexual 
literature (Chodorow 1978; Tiefer et al, 2002; Young-Bruehl, 1990), these two 
perspectives are grouped together here as part of a larger social justice trend 
focused on equalising status.
The motivation for feminist thinkers throughout history has been to draw 
attention to the unequal gender roles within society and the nature of political 
structures (and psychological theory) that have served to keep the true needs and 
contributions of women concealed, underappreciated and at times abused (Butler, 
1990; Potts, 2002). Many pioneering researchers such as Hite (1976) and Kitzinger 
(1983), conducted interviews with women to give voice to their sexual experiences in 
their own words, to more accurately represent women's encounters in the sexual 
realm.
Their legacy remains present in modern day literature with researchers like 
Basson (2001, 2005) and 'The Working Group on a New View of Women's Sexual 
Problems' (2000) who present alternative models of female sexuality. Basson's 
(2001, 2005) model is based on fluid movement between states such as willingness, 
desire, arousal, and nonsexual rewards such as intimacy and satisfaction; rather than 
assume a linearity of stages beginning with desire and ending with orgasm. 'The
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Working Group on a New View of Women's Sexual Problems' (2000) frame their 
model of sexual problems as: "discontent or dissatisfaction with any emotional, 
physical, or relational aspect of sexual experience" (para. 1), which could arise for 
any number of reasons such as political, inter-personal, psychological, medical, socio­
cultural or economic. The therapeutic focus therefore changes to liberating females 
from these oppressive structures so that their own real sexual desires and needs may 
be fulfilled.
However, while feminist models often appeal to social constructionism, these 
models could be similarly critiqued for endorsing binary notions of gender by 
advertising these models as being for women and basing their theory on biological 
sex as opposed to gender. They may indeed be most useful for clients who identify 
with a female gender, but authors such as Hite (2005); Levant (1997); and 
MacDougall (2006) argue that men too have suffered from a non-acknowledgment of 
the potential range of their sexuality. These authors stipulate that in matters of sex 
men are socialised into being non-relational, non-emotional and performance -  
focused. This socialisation may help to explain the findings that pharmaceutical 
solutions appear to be more successful in men than women (Hart & Wellings, 2002); 
because a detached, practical, functional attitude best aligns with their male gender 
norms and enhances the collaborative therapeutic alliance.
From a counselling psychology perspective it is always important to be 
adopting a critical stance towards apparent evidence and consider alternative 
explanations given the social context. Therefore while men occupy the most 
powerful gendered position, which may be experienced positively by them, does not 
mean that the full capacity of their needs are truly being met or understood.
To iterate the impact of gender in sex, in a study of 44 (26 male, 18 female) 
heterosexually identified students. Masters et al. (2013) used qualitative and 
quantitative data to study participants' accounts of their sexual relationships. The 
study also recruited a roughly equal spread of African-American, Latino and White 
participants, along with some Asian /  Pacific Islander and multiracial participants, 
helping to provide a historically absent multicultural perspective on sex. It was found 
that a proportion of men (n=9) and women (n=4) in the study adopted unquestioning
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traditional gender roles in the realm of sex (i.e. women are passive, faithful and 
disinterested in sex; men are active, lustful and promiscuous). However, the majority 
of both men n=17 and women n=14 were conflicted to varying extents about these 
rigid roles. Furthermore a significant proportion n=10 men and n=10 women adopted 
fluid gender roles within their own relationships and some also actively challenged 
sexual gender stereotypes. This study indicates that labels, in this case gender labels, 
can be relative and uniquely used and adapted by clients, which has been the source 
of counselling psychology critique in response to affirmative therapies defined by 
sexual and romantic orientation (Hicks & Milton, 2010).
The premise of affirmative therapies i.e. Davies & Neal, (1996); Ritter & 
Terndrup (2002), is to actively affirm clients who identify with non-heterosexual 
orientations as having equally valid sexualities. There needs to be recognition of the 
prejudice they experience on a societal level due to the privileged status of 
heterosexual, and that this prejudice is the cause of their distress rather than their 
sexuality (Kort, 2008). The growing body of research into non-heterosexual clients' 
sexualities (see Peel, Clarke & Drescher, [2007] for a review) and in the realm of 
counselling psychology (see Moradi, Mohr, Worthington & Fassinger, [2009] for a 
review) has been pivotal in expanding the conceptualisation of 'sex' in therapy from 
just penile-vaginal penetration. Sex becomes individually defined to include in equal 
regard activities such as anal sex, oral sex, erotic stimulation of erogenous zones, or 
mutual masturbation.
There has been an adaption of such approaches to sex therapy models i.e. 
Rutter (2012) while actively recognising heteronormative limitations. Sex therapists 
are also incorporating references to their work with non-heterosexual clients as part 
of their standard literature. For example, lasenza (2010) reports working with a 
gender-queer couple to help them improve their sexual relationship that operated 
on heteronormative assumptions. Ridley, (2006) a UK psychosexual therapist also 
stresses the importance of engaging with the subjective when working with sexual 
matters of clients of different sexual orientations, where feelings like anxiety, disgust 
and shame may arise. Psychoanalysts have generally been slower to dispute the 
pathologisation of gay and lesbian clients, but The British Psychoanalytic Council
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(2011) did recently release a statement saying that they oppose discrimination based 
on sexual orientations. Similarly the British Psychological Society (2012) published 
guidelines on working with LGBT clients.
However, from a counselling psychology perspective, a major issue with 
affirmative therapies lies not in the intention to practice ethically and affirmatively; 
but in the categorisation of clients' sexual experiences as heterosexual, or as lesbian, 
gay, transgender (Hicks & Milton, 2010). There is a growing consideration of 
evidence of the fluidity of sexual attractions and behaviours and orientations that 
challenge the premises of such approaches i.e. Diamond (2008); Moradi et al. (2009); 
Mock & Eibach (2012). As a result Hicks & Milton (2010) assert that the problem with 
most sexuality research is that it assumes that sexual behaviour, attractions and 
identities are both stable and consistent, and neglect to contextualise sexuality with 
other variables such as race and culture.
Again these critiques stress the importance of an individually guided therapy, 
while being informed by theory and research, because prematurely labelling clients' 
experiences can also neglect the aspects of their lived experiences that do not fit into 
neat categories (Milton, 2007). Given the evidence of sexual fluidity, at least for 
some clients, it appears that a focus on what is helpful versus unhelpful in the 
context of the client's life is debatably a more ethical and inclusive stance to adopt 
rather than assuming the client must be confused or damaged. Nevertheless, this 
approach could not contrast more with the next prominent trend.
increasing Médicalisation of Sexual Symptoms
While in the therapeutic world practitioners are deconstructing sexual norms, in the 
medical field modernist symptom-focused and pharmaceutical approaches to sexual 
dysfunctions persist (Barker & Langdridge, 2013). Médicalisation is a particularly 
relevant issue for men, whereby drugs like Viagra™ are a first line defence for 
erectile dysfunction (MacDougall, 2006). Women have generally been less receptive 
to pharmaceuticals as aids to alleviate sexual issues (mainly considered to be a low 
sexual desire), although this is an area that is still being researched and advanced i.e. 
Ferguson, Hosmane, & Heiman (2010).
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Evidently medication can indeed be helpful with some sexual concerns such 
as problems gaining an erection, and the psychological benefits of such should not be 
ignored (Lemonick, 2004). Yet the increasing tendency to categorise clients' sexual 
concerns into pre-set diagnostic categories falsely separates sex from the rest of the 
clients' being and lived experiences. For instance research indicates that drugs for 
erectile problems like Viagra™ are not just unconditionally effective but are 
influenced by psychological factors like emotional state (Perelman, 2002).
It is likely that there are multiple motivations behind such a médicalisation 
movement, some more benevolent than others. The commercialisation and 
individualisation of Western culture has led to a promotion of 'quick-fix solutions' 
such as taking tablets to make problems disappear (Hart & Wellings, 2002). It is also 
possible that the increased médicalisation of deteriorating sexual performance 
reflects underlying cultural fears of aging and losing potency in the Western world, 
particularly for males (MacDougall, 2006). Others question hidden financial agendas 
for the apparent lack of interest by government and medical governing bodies to 
invest in psychosexual expertise (The Working Group on a New View of Women's 
Sexual Problems, 2000) whereby drugs maintain profits for pharmaceutical 
companies.
However, such findings may also be the result of an increasing strain on 
psychological services, and the pressures on resources are a familiar story in many 
factors of the NHS, whereby pills seem to be an efficient alternative. CBT as a time- 
limited focused therapy is growing ever popular (Tudor, 2008) and appears to 
present tensions for relational and client-centred clinicians. CBT as practiced within 
the NHS is designed to diminish particular symptoms based on the diagnosis of 
particular dysfunctions as outlined in DSM V, and as argued in the sexual realm this 
has been based on heteronormative standards. Nonetheless the principles of CBT do 
not have to be applied in this manner, can be flexibly tailored to clients' needs, and 
there have been some significant developments within recent years in the realm of 
sex.
Models have begun to shift from a performance-based paradigm to a 
pleasure-based paradigm (Kleinplatz, 2012). In the 'Good-Enough Sex' model
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(McCarthy & Metz, 2008; Metz & McCarthy, 2007) personal and contextual variables 
such as age and sexual preferences are considered and placed in a framework that 
stresses pleasure, intimacy, and personal meaning as opposed to just monitoring 
sexual behaviour. This shift facilitates the previously missing space for clients to 
define and negotiate their terms with the therapist within a growth-based paradigm 
as opposed to a pathologising one. Furthermore a common contemporary sex 
therapist technique involves increasing clients' 'sexual menu' where the therapist 
encourages exploration of one's sexual preferences to increase authentic 
communication and new experiences with the sexual partner(s) (lasenza, 2010). This 
model again demonstrates a general widening of the sexual agenda in therapy. This 
shift is important given the inconsistent evidence base for sex therapy efficacy 
(Kleinplatz, 2012), which Bancroft (2009) attributes to the need to capture more than 
simple symptom change as defined within a medical model, but relational 
consequences too.
From a pluralist stance it is likewise essential to consider in line with lasenza's 
(2010) observation that for some clients, working in a behavioural way with clients 
sexual lives initially presents more benefits than focusing on past and present 
interpersonal processes. Such a finding is likely to reflect the discovery that clients 
come to therapy with their own 'change theories' about what their problems are and 
what might be useful to them (Robinson, 2009), which impacts their engagement 
with therapy.
With this finding in mind, constructing behavioural interventions with clients' 
sexual lives does not need to be based on traditional heteronormative sexual 
dysfunction models, and can be subjectively determined and selectively applied. The 
important point is that the intervention is collaboratively decided if viewed to 
enhance that particular client's global and sexual wellbeing. Additionally, helping 
clients to experiment with building up their sexual menu with their sexual partner(s) 
can be a way to deconstruct existing sexual scripts, before moving on to reconstruct 
them in more subjective and empowering ways in line with social constructivism. 
Many sex therapists argue that sexual 'tools' are not even specialist (Bancroft, 2009). 
For instance the popular sensate focus technique (a progressive touch exercise) can
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be reframed as mindfulness meditation (lasenza, 2010), which some practitioners 
use within the NHS, and which appears to have use in a variety o f common mental 
health concerns such as anxiety and depression (Heaversedge & Halliwell, 2010). 
These considerations align with Hicks & Milton's (2010) reminder that the therapist is 
central to the ethical potential of therapy and will creatively engage with theory to 
be affirmative or to verify prejudice against gay and lesbian clients. Their 
consideration could arguably be extended to any prejudice however, and other non­
heterosexual and even heterosexual clients can also experience heteronormative 
biases.
Remaining Questions for Practice and Counseiiing Psychology
From the literature review it is clear that counselling psychologists align with a range 
of approaches as part of a critical stance to practice, and consider evidence for the 
fluidity of gender and sexual orientation labels. However, a few questions remain, 
and could be useful areas of focus in future research.
What is less apparent within the literature is the way in which practitioners 
negotiate a relational or postmodernist position in matters of sex if they emerge 
when working in CBT dominated NHS contexts, particularly for other presenting 
problems that may be model-driven. Within the counselling psychology literature 
there also appears to be minimal literature of work with clients who present with 
diagnosed sexual dysfunctions (other than Rizq, 2003), even though Milton (2014) 
states that counselling psychologists work with 'sex therapy' clients. Given a 
commitment to holism rather than isolating symptoms, few references to diagnostic 
terminology is what one might expect as counselling psychologists would not seek to 
diagnose a 'sexual problem' or be associated with pathologising language. The lack of 
reference within the counselling psychology literature to clients presenting with a 
sexual dysfunction diagnosis indicates that due to the increasing médicalisation of 
sexual issues culturally (Tosh, 2012), clients are most likely being referred to sex 
therapy clinics.
Furthermore while one's relationship to sex and sexuality is a very personal 
matter, the discussion of sex is often associated with discomfort and avoidance
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(Pukall, 2009). This is perhaps owing to the difficulties in mirroring client's sexual 
cues, or because in Western cultures children are brought up to ignore sexuality 
(Levine, 2002) therefore early on sex becomes a taboo topic o f conversation. It 
would be interesting to conduct a parallel study to Shalev and Yerushalmi (2009) for 
UK practitioners working in a relational framework, and to consider the way in which 
they attend to issues of sex and sexuality in therapy and the impact this has on their 
work.
Finally, given the complexity of sexuality it could be useful to publish more 
case material generally, and the way in which client sexual goals are negotiated and 
renegotiated with therapists and sexual material understood, particularly when 
working in a fluid or pluralist way. For instance, Milton (2007) gives one example 
whereby he challenges his client's desire to label his male sexual fantasies as 
meaning he was automatically gay. Hicks (2010) also asserts that most therapists 
encounter clients practising kink sex, yet there is minimal case material of this work 
outside of the sex therapy and psychoanalytic spheres. On the one hand this may 
relate to concerns about printing sensitive client material, or because this material 
played a minimal role in their work. On the other hand, it may also indicate a 
reluctance to share one's work with others, or an avoidance of addressing issues of 
sexuality in therapy. It could be valuable to include more case material within future 
literature to use as a shared resource given the social justice agenda to combat 
heteronormativity and promote client-focused practice.
Limitations
The limitations of this review are that because sexuality is such a broad area there 
has only been space to outline briefly some major influences on psychosexual 
practice. This is particularly the case for non-heterosexual clients, and excludes 
research into how the therapeutic relationship can be affected through subtle 
prejudices or 'micro-aggressions' (Milton, Coyle & Legg, 2005; Platt & Lenzen, 2013; 
Shelton & Delgado-Romero, 2013). Hicks (2010) also writes that counselling 
psychology work has targeted minority and 'double' minority clients i.e. disabled 
non-heterosexual clients, which there has not been space to detail here. Another
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limitation is that the literature search focused on explicitly identified counselling 
psychology journals, books, and journals known to be highly relevant to counselling 
psychology such as The Counseling Psychologist and European Journal of 
Psychotherapy and Counselling. This choice was in order to access material obviously 
linked with and relevant for counselling psychology, but clearly counselling 
psychologists will have contributed to other journals and practice within particular 
therapeutic modalities.
Summary and Conclusions
From the review it is clear that many clinicians are increasingly broadening their 
perspectives to consider the role of social and relational contexts in the maintenance 
of sexual distress, and adopt client-focused approaches to practice, even within 
some cognitive behavioural sex therapy models. On the other hand there remains an 
increasing médicalisation of sexual distress and a prioritisation of symptom focused 
models of sexual distress that pathologise non-heterosexual clients and their sexual 
lives, which may also reflect an increasing strain on psychological resources. 
Counselling psychologists have contributed to the literature, most notably in work 
with non-heterosexual clients and consider the possibility that sexual practice, 
orientations and also gender appear to be fluid and contextual, highlighting the 
relative nature of sexual labels which cannot be assumed. It could be useful for 
future researchers and counselling psychologists to detail the tensions when working 
in medical contexts; to increase case material to promote practitioner competency; 
to further investigate discomfort and avoidance when working with matters of sex 
and sexuality; and finally to investigate counselling psychologists' exposure to clients 
presenting with reported sexual dysfunctions, and the way in which they work with 
them.
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Personal reflection
The topic of sex and sexuality is an area that has always interested me, because it 
applies to every single person in some way, yet it is usually one of the most private 
and concealed things that humans do. It potentially applies to everyone for the 
whole of one's life, which seems too large an aspect of human experience to ignore 
or minimise. I enjoy the complexity and richness of the sexual domain, and consider 
it to be one of the most creative areas both in research and in practice despite its 
fragmentation.
This literature review has been amended and portions rewritten after the 
completion of my other research projects. Therefore the material in here does not 
tally absolutely with the material in the two reports, although the theme of sexual 
discussion in therapy is the connecting factor and remains the primary concern. 
These amendments occurred because of feedback from others and from my own re­
engagement with the sexual literature where I realised that I fell prey to many of the 
heteronormative biases that the authors describe. I became focused on the 
consideration of sex as a genital activity that I managed to neglect much of the 
sexual minority literature that seeks to expand and challenge current definitions of 
sex. This occurred even though I consider myself to be an educated and liberal 
woman. This is exactly what Kort (2008) discusses when declaring that it is not 
enough to just be gay to be affirmative, these prejudices are inherent at a cultural 
and grass-roots level.
Conducting this review and reading postmodernist perspectives has also 
allowed me to consider the separation of sex from gender, which I had previously 
confused. Reading this literature has enabled me to reflect upon my own 
experiences of gender, and to make sense of my school environment as being the 
product of an internalised gender bias. I also regularly experience women including 
friends and colleagues who disapprove of women that flaunt their sexuality and try 
to separate themselves from that, even when they themselves are clearly being 
sexualised in their behaviours. Engaging with developmental and social 
constructionist literature has allowed me to develop a higher level of compassion for
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these women who too have internalised gender prejudices in relation to eroticism 
and sexuality, and appear to need to disown this aspect of their experience.
I believe that the inclusion of this literature has enhanced and expanded my 
research in line with current positions on sexuality within counselling psychology. 
However, the unique feature of my research is that it addresses the physical 
components of sexual discussion in therapy, which are typically considered in 
medical and sex therapy settings. My aim with this research has not been to insist 
that all clinicians should instigate discussions about sexual behaviours because that 
would be intrusive and lacks cultural sensitivity. But from the literature review there 
does not appear to be much evidence that non-psychosexual practitioners are 
working with 'sexual dysfunction', and how they tackle the discomfort when working 
with this aspect of life in terms of the impact on the therapeutic relationship. This 
stands for a range of clients with differing genders and sexualities.
The pursuit of this research agenda has occurred for personal reasons as well 
as professional. I find sex hard to discuss with clients, and I remember a couple of 
examples in my first year. On one of these occasions I was conducting a joint 
assessment with my supervisor and the client went very quickly into describing a 
rape-like scene with some specific details. While I'd like to say I was not 
uncomfortable while this was being recounted, I was; and the fact that I was also 
being observed made it worse. I remember the strong sensation of feeling trapped, 
which was also perhaps a reflection of the client's feelings during the event. What 
was curious to note too, was that the client quite obviously sensed my visual 
discomfort (my cheeks started to redden), and she did not say any more regarding 
her story until the end of treatment, and that she was still struggling with it. I realise 
that by ignoring the issue I had not allowed her to process the actual event itself, and 
I view this as a failing on my part.
A similar but opposite experience has also happened to me, but with myself 
as the client. I remember coming to one session with my therapist and disclosing 
some sexual material, some of which was relatively explicit in detail. I remember that 
she remained very quiet during this, and allowed it to carry over to the next session. 
However, in this session she asserted that she wanted to help me understand it
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psychodynamically in relation to my past relationships. For me, part of the 
therapeutic process was disclosing the emotions related to this material without 
trying to rationalise it, and because of my discomfort I did not return to this material. 
Part o f both of our uneasiness may also have been related to our genders, given that 
females are typically socialised into distancing themselves from sexual material. This 
is not always the case though.
For instance my supervisor in my final year appeared to be quite comfortable 
discussing matters of sex with clients, and in assessments she would usually ask 
clients about sexual abuse as part of the standard interview. Given the context, this 
was arguably more appropriate because it was in a specialist PTSD service. However, 
I thought it was interesting when she also shared with me that sexual content 
regularly came up in her discussions with clients. This disclosure also indicated to me 
that when therapists appear comfortable with sexual material, then clients are more 
likely to disclose more of their concerns and experiences. While I have certainly 
become more comfortable with the topic of eroticism over time, this is an important 
message for myself and other clinicians as part of my continuing professional 
development in order to maximise clients' experiences of therapy.
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Appendix A: Use of databases
To gather the literature for this review, I used four search engines: Psych INFO; 
Psychology Cross Search; Scopus and Google Scholar. I began by scanning the sex 
therapy literature with broad search terms such as "therapy" and "sex" /  "sexual" /  
"sexuality". I then narrowed this down by choosing within the "major subheadings" 
and clicking the "linked text" option. This was the most useful search.
In the second most useful search I tried to ascertain the way in which counselling 
psychologists addressed sex. My search terms were "counselling psychology" and 
"sex" /  "sexual" /  "sexuality". I also singled out Journals either with counselling 
psychology in the title or journals that had clear links with counselling psychology, 
such as The European Journal of Psychotherapy, and The Journal o f Critical 
Psychology, Counselling & Psychotherapy searching for "sex" /  "sexual" /  "sexuality". 
I read from prominent counselling psychology texts such as the Handbook of 
Counselling Psychology to ascertain a counselling psychology perspective.
The third most useful search involved using specific sexual terminology to focus my 
results to include psychoanalytic literature and dysfunction labels i.e. "libido" /  
"psychosexual" /  "erotic" /  "arousal" /  "desire" /  ejaculation" /  "orgasm" /  
"vaginismus". I had to narrow this down to the most relevant psychotherapeutic 
literature, and filter out much of the medical literature.
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Abstract
Sexual life is widely considered to be an aspect of human identity, yet there is little 
written about whether clients' sexual lives play a role in everyday clinical practice for 
counselling and clinical psychologists. This research study set out to answer this 
question by adopting a qualitative approach, and conducting semi-structured 
interviews on a select sample of six clinical and counselling psychologists to gain a 
nuanced understanding of the topic. Data was analysed using an Interpretative 
Phenomenological Analysis framework and three master themes were found. These 
were: needing permission to initiate sexual discussion; a relational emphasis; and 
sexual discussion as a risky endeavour. Clients' sexual lives were found to play a 
secondary role in participants' everyday practice, being valued for their contributions 
to changing relational processes. Their presence was dependent on specific 
contextual factors such as practice setting and length of therapy contract. Sexual 
discussion also required practitioners to face many risks and stigmas, and appeared 
to be broadly disintegrated within the discipline of psychology. Findings suggest that 
more research and experiential training could be important within doctoral 
programmes, and counselling psychologists were argued to be ideal candidates for 
furthering research within this field.
Keywords: Sex, sexuality, interpretative phenomenological analysis, clinical practice, 
clinical psychology, counselling psychology
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Introduction
Historically the topic of sex and sexuality in psychological therapies is something that 
has most immediate links to Freud and psychoanalysis. Freud famously thought that 
all people were primarily driven by an erotic biological drive called libido (Freud, 
1905). His ideas have been increasingly bracketed off and separated from 
mainstream psychology (Cohen, 2007), and interestingly sex appears to have 
followed. Nowadays sex therapy is considered to be a specialist therapy that requires 
specialist training, yet sex is often conceptualised by psychologists as an inherent 
part of personal identity and daily life (Stevenson, 2010). This raises questions about 
why sex is being split o ff from mainstream psychology, and what happens to sexual 
topics in therapeutic contexts without an explicit focus on sexual life. For the 
purposes of this research study, any such non-specialist working context shall be 
referred to as everyday clinical practice. Working with clients' sexual lives refers to 
any way in which the practitioner is taking into consideration clients' sexual lives, 
whether at a conceptual or practical level. If sex is considered to be an inherent part 
of life, does it manifest in everyday practice settings, and what role if any does it 
play?
Clinical and Counselling Psychology: Contributions to Research
A recent review of the literature (Thomas, Brown, & Cachia, 2011) revealed that 
there is little written on how clinical /  counselling psychologists are working with 
client's sexual lives or issues in their non-specialist practice, particularly in the UK. 
Both clinical and counselling psychologists were included together due to the 
increasing merging of the two professions in practice (Cowie, 1999). Clients' sexual 
lives occasionally appear in case studies by psychologists such as Rizq (2003), but 
there appears to be minimal literature explicitly targeting how to work generically 
with clients sexual lives. The literature that does exist describes working in an 
existential-phenomenological way with sexual issues (Spinelli, 1997) and more 
notably with gay and lesbian clients (Milton, 2007).
This phenomenon has received more attention in Canada. Reissing & Giulio 
(2010) conducted a survey on practising clinical psychologists to assess whether or
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not they were working with clients' sexual health concerns. Their major findings 
were that many clinicians did report working with client's sexual health concerns and 
using sex therapy techniques despite not being trained in these approaches, and that 
60% of clinicians did not routinely ask about their clients' sexual health. They 
concluded that this was due to lack of training and level of personal discomfort in 
addressing these issues.
A later Canadian study by Miller (2011) surveyed clinical and counselling 
psychologists, and found that there was a broad lack of knowledge around sex and 
sexual issues, and that this related to decreased frequency and confidence in related 
interventions. Miller also found that practitioner self-efficacy, which was associated 
with appearing comfortable and being unbiased, was linked to cognitive-affective 
factors. This could be understood as the practitioner's own relationship to sexual 
concerns and ability to discuss them. Based on these findings, it seems that the level 
of training and practitioner's relationship to sex, are key factors in assessing both 
confidence and frequency of interventions in everyday practice settings. These 
themes were therefore essential to consider both when constructing the interview 
schedule, and when interpreting findings. It was also important when 
conceptualising the interview schedule to consider some current theoretical 
positions around sex and sexuality and how these connect with both counselling and 
clinical psychology.
Current Trends
Working with clients' sexual lives in therapy is a topic that is broad in scope and there 
are varied and contradictory opinions on how to conceptualise work with sexual 
concerns. Throughout the years there has been a progression in both psychoanalysis 
and sex therapy to consider relational contributions to understanding individual 
distress (Thomas et al., 2011; 2012). In psychoanalysis this has appeared through the 
popularity of an 'object-relations' approach which stresses the impact of childhood 
relational patterns on difficulties in present functioning (Daines & Perrett, 2000). In a 
similar fashion to psychoanalysis, the emphasis within sex therapy today has spread 
from individual models of sexual dysfunction, such as Masters & Johnson's (1966)
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biological model o f human sexual response, to a more relational focus emphasising 
mutual communication, respect, and intimacy as the primary concern (Wiederman, 
1998). Sex therapy has become more complex, broad ranging and integrative and 
many practitioners have strongly argued for this need (Parkin, 2009).
Counselling psychology publically advocates a relational and contextual 
approach to working with clients and conceptualising their distress (Strawbridge & 
Woolfe, 2010). Similarly modern authors describe how within clinical psychology 
there is an increasing emphasis upon the relational aspects of client's difficulties and 
their specific social and cultural contexts (Cheshire & Pilgrim, 2004). If sex theorists 
are now tending towards a relational stance due to problems with previous 
individually focused models of sexual dysfunction, then there appears to be a space 
for their theories within the general ethos of both clinical and counselling 
psychology. One might question why working with client's sexual lives does not seem 
to feature more often within research.
There has also been a large shift across psychoanalysis, sex therapy and 
sexology into considering just how much the role of factors like culture, religion, 
gender, economic and political conditions affect our understanding of the concept of 
sex (Thomas et al., 2011). This has been very evident in the strong and recent focus 
to re-conceptualise sexual dysfunction in women e.g. The working Group on a New 
View of Women's Sexual Problems (2000) as "Discontent or dissatisfaction with any 
emotional, physical, or relational aspect of sexual experience" (para.l). This model is 
very clearly framed in terms of displeasure, whereby the evaluation of dysfunction is 
very subjectively based, not objectively unlike the earlier Masters & Johnson (1966) 
model. This contextualisation of human distress is something familiar and accessible 
to both clinical and counselling psychologists (Chesire & Pilgrim, 2004; Strawbridge & 
Woolfe, 2010), and this understanding may therefore facilitate the presence of 
sexual topics in everyday practice.
Additionally, Thomas et al. (2011) reported an increasing focus on 
phenomenology using body based techniques like mindfulness practices to assist 
sexual arousal by focusing attention to physical sensations in the body and away 
from anxious thoughts (Brotto, Basson & Luria, 2008). Mindfulness meditation is an
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NHS evidence based technique (Mental Health Foundation, 2010), which many 
clinical and counselling psychologists will be familiar with. It will be interesting to see 
whether any participant makes reference to using specific techniques in relation to 
sexual issues. Furthermore there has been a growing médicalisation of sexual 
problems in recent years and some practitioners dispute the usefulness of this for 
clients (Hart & Wellings, 2002). Many clinical and counselling psychologists work in 
the NHS and therefore may have views about medical treatment o f sexual issues and 
how this impacts the role they therefore play in therapy.
Finally Thomas et al. (2011) describe one further major observation in their 
literature review regarding widespread practitioner discomfort in addressing clients' 
sexual lives in therapy (Miller & Byers 2008; Ridley 2006; Shalev & Yerushalmi 2009). 
This was also one of the major conclusions from Miller's (2011) study in a Canadian 
sample of clinical and counselling psychologists. Fonagy (2008) speculates that sexual 
discussion in therapy can evoke emotional and bodily sexual responses in the 
therapist because sex is an embodied experience. Similarly, therapists may avoid 
talking about sexual feelings as occurring within the therapeutic relationship for fear 
of encouraging these embodied responses (Fonagy, 2008). Given that practitioner 
discomfort has an impact on subsequent interventions (Fonagy, 2008; Miller, 2011), 
it appears imperative to include a question in the interview schedule addressing 
what it feels like to work with clients' sexual lives in therapy, and to consider how or 
if these feelings are negotiated by participants.
A Qualitative Perspective
All these findings from the previous literature highlight the gap existing when it is 
asked: what role (if any) clients' sexual lives are playing in everyday clinical practice 
for UK counselling and clinical psychologists. Thus, the present research aims to 
conduct interviews with a small sample of practicing UK clinical and counselling 
psychologists with the objective of exploring in-depth the role that clients' sexual 
lives play in their clinical practice and their understanding of this.
A qualitative perspective will be adopted here to help answer this question. 
Qualitative research methods are ideal for studying the quality and texture of how
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people both experience and make sense of events (Willig, 2008) through detailed 
examination of a particular case in an idiographic manner (Smith, Flowers & Larkin, 
2009). To help collect the data, a semi-structured interview format will be used. This 
type of interview is recommended to elicit comprehensive information from the 
participant about a particular aspect of their experience while allowing a rapport to 
be developed, gleaning rich data, and allowing exploration of unexpected or novel 
findings (Smith et al., 2009).
To help analyse the data from the interviews an Interpretative 
Phenomenological Analysis [IPA, henceforth] (Smith, 2003; Smith et al., 2009) 
method will be employed. I PA is an interpretative process on the part of the 
researcher. This design is intended to offer insights into how a person(s) existing in a 
certain context makes sense of and interprets their own experiences of a particular 
phenomenon at a particular time (Smith et al., 2009).
An I PA methodology was deemed appropriate for this study for two reasons. 
Firstly I PA is typically considered to be most useful when the research topic is 
delicate and personal (Smith, 2003), and is subject to complex, nuanced, or 
controversial viewpoints (Smith et al., 2009). The role of clients' sexual lives in clinical 
practice appears ideally matched for this with diverse and strong professional 
opinions about how to handle this material. Secondly, Willig (2008) notes that 
participants need to be able to express their inner phenomenology well to be 
suitable for I PA studies so they can convey the "rich texture of their experiences" 
(Willig, 2008, p.67) to the interviewer. Due to psychologist's reflexivity and need for 
strong communication skills for the purposes of their work, they are arguably well- 
suited candidates. Any insight into the question of what the role (if any) client's 
sexual lives are currently playing in everyday clinical practice for UK clinical and 
counselling psychologists could have important implications for training courses and 
therapeutic practice. Flence this question will act as the main research query and 
focus.
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Method
Participants
Initially the study was aimed only at counselling psychologists. However, due to 
consideration that actually in practice, their roles are not always so distinct from 
clinical psychologists (Cowie, 1999), it was decided to extend the study out to both 
professionals. Participants were all currently practicing and were HCPC registered. 
Three clinical and three counselling psychologists were "selected purposively" (Smith 
et al., 2009, p.48) because they could provide first-hand accounts of the role clients' 
sexual lives played within their practice. Participants were recruited from existing 
personal contacts and the rationale for approaching existing contacts was to increase 
the chance of a good rapport. Rapport is highly favoured in I PA epistemology 
because it facilitates an environment where the participant is more likely to respond 
spontaneously and naturally to the interviewer's questions, hence bringing the 
interviewer close to the inner phenomenological world of the participant.
The present sample was homogenous in that all participants shared the 
common experience of being a currently practicing psychologist with a view 
regarding the role clients' sexual lives play in everyday practice. Smith et al. (2009) 
recommend finding a sample that is reasonably similar on a range of socio­
demographic factors, in order to demonstrate and examine convergence and 
divergence within accounts without this being attributable to any other differences. 
There were an equal number of males to females, and clinical to counselling 
psychologists. All participants practiced in the South of England, and the majority 
were aged between 41 to 50 years.
Table 1
Demographic dota
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Alias and Gender 
(M /F)
Age Range Years 
Working as 
a
psychologist
Number of Different 
Working Contexts
Specialist Psychosexual 
Training?
Angela (F) 4 1 -5 0 10 3 No but couple therapy
training
Sven (M) 4 1 -5 0 15 + 2 (Incl. Private Practice) N /A -ru n s  training
Samantha (F) 3 1 -4 0 3 4 Yes-specialist
John (M) 4 1 -5 0 13+ 4 No
Martha (F) 61 + 30 Many Yes and systemic
(Incl. Private Practice) therapy training
Charles (M) 4 1 -5 0 19 7 (Incl. Private Practice) Yes
Ethics
Ethical approved was gained from the Faculty of Arts and Human Sciences Ethics 
Committee at the University of Surrey before commencing the study.
Procedure
Twelve participants were invited to interview by email, and six who confirmed were 
fully informed about the interview schedule, ethical considerations, purpose of the 
study, and that they could leave at any point. Participants were asked for some basic 
demographic data (Appendix D). The interview schedule consisted of six questions, 
which were composed in line with existing literature, and aimed to provide a full and 
holistic picture of participants' experience to best answer the research question. The 
questions addressed if and how practitioners are working with clients' sexual lives 
and their experiences of this, how they understood clients' sexual lives within their 
practice, their real or imagined reactions to working with clients' sexual lives, and the
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perceived role that clients' sexual lives played within their profession on a wider 
scale (Appendix C). The interviews lasted between 50 and 90 minutes, and took place 
at the participants' homes or work places. As participants disclosed their 
experiences, various follow up questions were formulated in relation to these to gain 
a fuller understanding of their experience. To ensure that the research was of a high 
quality, the author tried to "bracket off" (Smith et al., 2009, p.64) her preconceptions 
before the interviews by noting them on paper, so that sole attention was focused 
on hearing participants' experiences. Throughout the interview participants' 
meanings were checked to ensure that the researcher had understood as best as 
possible their attempts to express and make sense of their world. All interviews were 
voice recorded and transcribed verbatim, names were changed and any identifying 
information was made anonymous.
Data Analysis
Using the framework laid out by Smith et al. (2009, pp. 79-103) data was analysed in 
six stages. The verbatim transcripts were firstly read over multiple times to check for 
subtleties in meaning, and to get an overview of what was being said explicitly and 
implicitly. Initial notations were made on a case-by-case basis, engaging with both 
the content of the text, and considering any implicit meanings revealed via the use of 
language and tonality. Emergent themes were identified by looking for patterns 
between initial notations, and assessing whether multiple comments could be 
grouped together in distinct categories. These emergent themes were then 
connected up together into clusters of themes that link together to make a broader 
category. All interpretations were continually checked against the actual text to 
ensure evidence of these interpretations.
This process was repeated for each transcript, which was interpreted and 
analysed on an idiographic basis, allowing new themes to develop if present. Theme 
clusters were then compared and brought together into three overarching master 
themes. Analysis has taken into account Smith et al.'s (2009) recommendation that 
the themes should highlight core aspects of each individual's particular experiences, 
but also express the experience of the group as a whole too. Self-reflective notes
136
were kept and form part of an audit trail, so other readers can review the data and 
process of analysis.
Findings
Despite the participants in this study having very different clinical experiences, 
training and backgrounds, which brought out differences of opinion, it was still 
possible to extract some common threads of discussion. Analysis of the transcripts 
produced three master themes that were found to be pertinent when understanding 
how participants conceptualised the role that clients' sexual lives play in everyday 
clinical practice. The findings are therefore presented in three sections to explain 
these themes: 'needing permission to initiate sexual discussion; 'a relational 
emphasis'; and 'sexual discussion as a risky endeavour'.
Master Theme 1. Needing Permission to Initiate Sexual Discussion
All participants made reference to particular conditions that were necessary or 
helpful for them to be able to initiate sexual discussion with clients, or vice versa. 
These conditions acted as a sort of permission giving tool for both themselves and 
clients to open up sexual discussions in practice, suggesting that when these cues 
were not there, sexual life did not feature (at least explicitly) in practice. This 
indicates the sensitive and taboo nature of the topic. Responses tended to fall within 
two specific subthemes: reliance on contextual cues and time as a facilitator of 
sexual discussions.
Subtheme 1. Reliance on Contextual Cues
One common thread running through all of participant's accounts was that of 
context, and just how important this was in shaping the role that client's sexual lives 
have to play in everyday clinical practice. The fact that most participants reported an 
assortment of employment histories meant that they were able to compare how 
sexual topics arose differently within different contexts:
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"the thing about say, about a sexuai heaith context is that the ciients come in 
wanting or needing, to speak about it..so there's a kind o f consensus between 
you and the other that straight forward sexuai taiking from the off..is ok"
(Charles).
In this quote Charles iterates how the context provides both himself and the client 
with some unspoken rules ("a kind of consensus") that this is a place where sex is ok 
to discuss openly. The use of the words "straight forward sexual talking" within this 
context also implies that sexual discussion is not so obvious in other therapeutic 
contexts, and is more of a taboo or shameful topic which is perhaps harder to broach 
or sustain conversation around. John observed how in his practice sexual issues were 
more obvious in certain populations;
"/ probabiy have more conversations with gay men, i'm straight, but um, with 
gay men, and whether again that just reflects that...for those individuais...and 
this is you know, obviously not the case fo r ail gay men, but fo r  those 
individuals i'm thinking about, they Just are very at ease, with speaking about 
sexuai issues"
(John).
In this excerpt, John stresses how the client being at ease with discussing sexual 
issues has an impact on how it features within practice. Life stage was also cited as 
exerting an influence on discussion of sexual topics in therapy:
"he was 18, an 18 year old, and i don't think he was that comfortable taiking 
to me about the kind o f sexuai aspect o f that...um you know that difficulty 
that went on"
(Samantha).
Here Samantha explains how the age of the participant affected the dynamic 
between them by increasing discomfort. John and Samantha are showing awareness
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of the many contextual aspects of clients' lives that influence their relationship with 
sexual concerns and how they present these in the therapy room. A couple of topics 
were cited as having particular relevance to clients' sexual life. The first of these was 
sexual abuse:
"trauma and sexual violence in relationships is also a very common thread"
(Angela).
The second was romantic relationships:
"There might be somebody who, talks about their relationship, and then in the 
context o f talking about the relationship not being ok, it  then broadens out, 
and we'll start to talk about, ways in which you know, their sex life, feels like 
it's working fo r them or not"
(Sven).
Trauma appears to be a clear link to sexual discussion in Angela's view, being "a very 
common thread". Furthermore Sven describes the discussion of partner relationships 
as a contextual cue. Interestingly, he appears to describe a sequence as his language 
changes from "somebody, who talks about their relationship" to later: "we'll start to 
talk about...their sex life". Initially it is the client who brings up a relationship issue, 
which acts as an indication for Sven to join in, as the discussion then becomes a joint 
one, demonstrated through Sven's use of "we". The notion of a sequential dialogue 
brings me onto the next subtheme focused on the benefits of having time to do this 
work.
Sub theme 2. Time acts as a Facilitator of Sexual Discussion
The majority of participants mentioned how time was a factor in whether discussions 
about clients' sexual lives featured in practice. Angela speaks about this most clearly 
when she says:
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" if you had an unlimited therapy contract then I think you would have more 
an opportunity to explore in more detail and do a more meatier piece o f work 
around their sexual issues"
(Angela).
Angela stresses that one would need an "unlimited" therapy contract to discuss 
sexual issues in any real depth, pointing out how impossible it seems for her to fit 
sexual issues into more pressurised therapeutic environments. Martha in particular 
(the only psychologist who worked primarily with couples) offered a reason why time 
might be important as a facilitative factor in sexual discussions:
"the question o f their sexual relationship is important It might not be the firs t 
thing that's discussed because I think a lot o f people I talk to are shy about it, 
a bit reluctant to raise i t  A bit frightened that i f  they do raise it  I'm going to 
leap into some kind o f Masters and Johnson programme"
(Martha).
Martha explains that clients fear her "leaping into" an intervention they are not 
ready for, which prevents them from opening up to her until later on in therapy. The 
notion of trust seems to be underlying this remark, that the client will not risk 
exposure before knowing that the therapist will treat their sexual concerns 
respectfully and thoughtfully, which presumably comes with time, acting as a 
permission giving tool for the client to raise their sexual concerns. The next master 
theme is all about participants helping clients to nurture good relationships both 
with partners outside of the therapy room, but also individually and intra-psychically 
in how they relate to their own sexual preferences.
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Master Theme 2. A Relational Emphasis
This theme highlights how for participants, client's sexual lives were primarily valued 
for their capacity to shed light on, or assist clients' broader relationships with others, 
objects, or indeed themselves. In this way sexual discussion acted as a 'gatekeeper' 
to understand broader relational dynamics. Participants' language seemed to reflect 
a degree of confidence about this, indicating that this was a way of thinking and 
practicing that they were experienced in using. Some participants also made 
reference to process-led experiential interventions, using sexual feelings within the 
therapeutic relationship to work on the clients' sexual issues within the therapeutic 
interaction. This master theme was broken down into two subthemes therefore: 
ease in a relational language, and use of sexual feelings within the therapeutic 
relationship.
Subtheme 1. Ease in a Relational Language
All participants were able to give at least some working examples (albeit few in 
cases) of working with clients' sexual lives. In these they all describe to varying 
extents how they had utilised the client's broader relationships to understand their 
sexual problem. Sven gives an example:
"she has a relationship issue, that is very dearly reflected, in...something that 
happens or doesn't happen, in their sexual life and in her sexual life with her 
boyfriend"
(Sven).
The use of the word 'clearly' here conveys a confidence in Sven's own explanation 
that sex is a sort of mirror for broader relational issues to be reflected within. This 
assertiveness is also evident within Charles' speech when he talks about the 
relationships that individuals hold to their own sexuality:
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"you've got the people that might act as i f  they're very comfortable sexually, 
but actually they've got a very strong superego with a kind o f umm [Pause] 
shouldn't be doing any o f this kind o f thing. Or you've got the other people, 
the people that don't enact their sexuality, but actually they've got these wild 
fantasies, the great, kind o f the great desire to be free and, really open 
sexually and...they can't bring themselves to do lt...so that kind o f relational 
bit, is...for me the bit that's really important"
(Charles).
The use of strong words such as "very" and "wild", as well as Charles's fluency in 
delivering this theory, suggests belief in his words, and Charles places emphasis on 
the relational component as being the crucial aspect. Martha chooses to highlight 
how client relationships are the primary target of any discussion about sexual life:
"You're not talking about sex as such; you're talking about more the 
psychology, the relationships, the context"
(Martha).
and later when she says:
"Of course you're talking about sex, but that's not the work you're doing. The 
work you're doing is around abuse, and power...and safety...and trust..."
(Martha).
For Martha, clients' sexual lives appear to be regarded as a superficial topic of 
conversation, because she only "talks" about sex with clients, but does "work" on 
things like power and trust, where sexual discussion is a sort of gatekeeper to this. 
Angela added that having a strong relational focus in her conceptualisation of clients' 
sexual lives made it easier for her to work with them:
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"when I started thinking about kind o f sexual issues in terms o f relationship 
issues it was much easier"
(Angela).
Clearly using a broader relational model is a helpful framework for participants to 
work within, and in Angela's case is a more comfortable one than having to work on 
sexual issues in isolation. John even offers a personal theory on how sexuality 
features within broader human identity:
" it seems to me that [Pause] the sexual part o f us...is [Pause] well it  can be 
quite cut o ff I guess. Um, or it  can be quite at odds...with other aspects o f the 
self"
(John).
John frames sexuality as a sort of troublemaker, which causes conflict by being "at 
odds" with other parts of one's personality. The theme of disintegration is returned 
to within the third master theme. However, before moving there, about half of the 
participants spoke about the use of experiential interventions to help clients' 
cultivate a better, newer relationship to their sexual lives.
Subtheme 2. Use of sexual feelings within the therapeutic reiationship
Sven references the use of a process-led intervention when he explained how he 
would sometimes try to foster a low level of erotic feeling between himself and the 
client if he felt that the client struggled to accept their own eroticism:
"I can feel the...sexual, excitement but it's almost got like [Pause] I can feel it. 
I'm not ]oinlng in and, um I'm not putting this into proper words um...l'm 
not...pickled by it...not too much, not in a way that I am um, actually turned 
on...um, but I can still feel it...and nurture it, help her nurture it...to...even 
though you know...that would bring about, in the relationship a little  b it of.
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maybe a tad o f flirting, a tad of, of, o f playfulness...and...humour, and you 
know there is a b it o f that"
(Sven).
This was in stark contrast to Samantha who worked in a context where many clients 
were considered to be problematically over-sexual in their relationships and 
behaviours. She would use the therapeutic relationship to try and discourage this:
"by the way that some o f them look at you, you can kind o f gauge that they're 
thinking, that they're kind o f sexualising you or the therapeutic relationship 
when you're in the room with them which has to be addressed because it's not 
appropriate. That's that, it's a boundary violation, and that's not going to help 
them in the future because they'll go out in the community and start 
sexualising relationships... and that's, that's just not going to be helpful fo r  
anybody"
(Samantha).
Again, the rationale for these experientially guided interventions was framed as 
being useful for the client to have improved relationships, either with themselves or 
with other people. Samantha touches on the issue of boundary violations, which 
links into the final master theme about the risks that are present when clients' sexual 
lives do play an actual or potential role in everyday clinical practice.
Master Theme 3. Sexual Discussion as a Risky Endeavour
In participants' accounts, clients' sexual lives were generally handled as a fragile 
topic with certain risks and ambiguities. Two of the common narratives are 
presented within the subthemes below. The first narrative was around sexual 
discussion being a loaded topic, which meant that as a consequence, one had to 
manage one's own sense of professional and personal integrity when handling it. The 
second narrative concerned how sexual life appeared to be a disintegrated part of 
training or practice, which left some participants feeling unconfident about how to
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proceed. Finally within this theme, most of the participants made comments on how 
over time sex has become a more comfortable and integrated aspect of their 
practice.
Subtheme 1. Managing Threats to Integrity
All participants made reference to there being a risk to their integrity when 
discussing sexual life with clients at different levels: professionally, personally, and 
relationally. Angela disclosed how she actively avoided going into details with clients 
as a sort of planned avoidance:
"so I'm aware that maybe I don't necessarily go into all the issues because 
there's all the kind of...well you don't want to be a voyeur as well...there's 
loads o f stuff where you don't want to know, or there might be some sexual 
practices that you feel really... uncomfortable about"
(Angela).
Angela opts to ignore certain facets of the discussion because of the sense of threat 
it raises in her through her feelings of discomfort. Charles uses a similar scenario, but 
vice versa, by describing the impact on the client:
"one of the reasons I don't see, the one client, in the room with the couch, is it  
would just freak her out. She wouldn't be able to not see me in the room as a 
sexual predator...it's, there's no point...going there..."
(Charles).
Charles avoids threat to the clients' integrity by removing the couch so as not to be 
seen as a "predator" preying on her vulnerabilities. Presumably this also preserves 
his own integrity by not allowing himself to be viewed as acting sexually 
inappropriately with a client. Sven refers to the potential threat to the therapeutic 
relationship as he describes the fear of enactments with clients:
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"with men there is less, o f an, issue there you can talk about sex a b it more 
freely, and somebody with the same gender or the same, kind of, um, where 
there is not much o f a possibility, o f a theoretical hypothetical possibility o f 
any, sexuai, or too much sexual happenings between you and the ciient"
(Sven).
As a final note on this subtheme, a couple of participants provide the 'antidote' to 
these fears as they report on how their exposure to working clinically /  academically 
with the topic of sex has helped them handle this risky topic:
"i think that over the years i've become iess and iess embarrassed by taiking 
about sex...I've also helped run a training course and I that's I think acted as a 
kind o f a desensitizer"
(Sven).
" it wasn't the academic one that...i mean the academic stuff was, important, I 
mean I got facts and figures and...ciarity o f thinking about positions, i don't 
mean sexuai positions [both iaugh] I mean kind o f epistemoiogicai positions 
and stuff [both laugh] But um...yeah, but the actual kind o f being with people 
and...and trusting that, was what helped I think"
(Charles).
Subtheme 2. Sexual Life as a Disintegrated Aspect o f Psychology
Participants gave numerous examples of how sexual life was not fully integrated at a 
broader professional level, either in training, clinically, or academically. Samantha 
references her training experiences:
"Ah, I'm not sure we had much on you know kind of sexuaiity as a whoie you 
know in as a like training session, a general training session, I don't think we 
had much if  that at all"
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(Samantha).
Martha also comments on the limits of training but from the perspective of someone 
who has had experience in facilitating courses. She reports how hard it is to integrate 
sexual life into the syllabus:
"I mean do you teach these things as boit-ons? Or are they...kind o f taken fo r  
granted? But then i f  they're taken fo r granted, how and where are they 
taught? So i, i don't think...and it's not just sexuality, sexuai life, sexual 
expression that, that is...probiematic in [inaudibie] i think there's a number of, 
aspects o f experience like gender...or age, that it's quite hard to teach
it...without it  appearing like ok, now we're doing a session on aging rather
than actuaily we're aii aging....you know it's a, it's, difficuit, I don't think we 
resoive it  weii".
(Martha).
Moving onto practice, Samantha specifies that sexuality was quite absent within her 
formulation of clients' difficulties until they explicitly mentioned it, indicating that it 
was usually overlooked as contributing to their distress:
"How I perceive them as kind of sexual beings was based on whether they 
brought it  up or not as an issue...or as just something to focus on in therapy"
(Samantha).
John also chooses to reflect on his own practice, and how sexuality is not a common 
focus:
"...in a générai assessment I wouidn't routineiy ask people about their sex iife"
(John).
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The use of the word "routine" by John implies that sex is not an everyday component 
of his everyday clinical practice, and implicitly places sexual discussion into the realm 
of specialisms. Angela expresses her frank relief at being able to pass on clients to a 
"specialist" as she clearly feels unprepared to work with clients' sexual problems:
"When I found someone who specialised in psychosexuai counseiiing...yes 
briiiiant! I can refer peopie to her!"
(Angela).
John also later expresses his concerns about working with clients sexual issues 
because in his view:
"this might sound a bit funny in the light o f the fac t that sort o f 
psychotherapy, you know has always had such an interest in um....kind of..sex 
as a, or iibido as a force, um, I don't really think, psychoiogy knows very much, 
about sex at ail".
(John).
John plainly feels unsupported by the psychological research and literature and what 
they can offer his understanding about clients' sexual lives. All o f these perceived 
limits and risks meant that clients' sexual lives played an apparently hazardous or 
restricted role in everyday practice for participants.
Discussion
Analysis of participants' accounts indicated that clients' sexual lives are indeed 
playing a role in everyday clinical practice, but this was largely conditional on the 
presence of contextual cues, such as through conversations about romantic 
relationships, or alternatively, having enough time to develop a trusting enough 
relationship for the client to risk disclosing it. This highlighted how much of a stigma 
there is around discussing clients' sexual concerns in practice, and participants 
attributed at least part of the reason for this as being because it risked damage to
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their own integrity if their intentions were misunderstood by clients, or because they 
had to tolerate difficult and intense emotional responses. Furthermore when sexual 
discussion did occur, it was used as a gateway to understand a broader relational 
pattern or intra-psychic mechanism, and was therefore mainly treated as playing a 
secondary role in clinical practice. Explicit discussion of clients' sexual lives was also 
restricted by level of exposure to and training around sexual topics, and all 
considered sexuality to be a somewhat disintegrated aspect of psychological training 
or practice. Overall then, one can see how clients' sexual lives are not the easiest 
aspect of everyday clinical practice to consider and discuss, which may explain the 
notable scarcity within the research and literature. Findings are now considered for 
their contributions to existing research before the implications of these findings are 
explored.
The fact that sexual life was conceptualised and approached in relational 
terms suggests that participants are indeed working in the way advocated by many 
modern sex therapists (McCarthy & Metz, 2008), with a stress on intimacy and 
relational tensions between sexual partners as the primary concern. Interestingly 
participants in the study were able to apply this relational goal at an intrapsychic 
level too when working with individual clients. They did this by encouraging 
integration or acceptance of clients' sexualities, while aiming to explore, manage, 
and reduce any distressing feelings the client might have about this process. This 
may suggest that given the lack of theory and research on how to guide interventions 
about clients' sexual lives in everyday practice settings, participants are utilising 
practice-based evidence to inform their work by taking a very client-led, subjective 
approach to sexual distress and wellbeing. It is possible that perhaps this has allowed 
interviewees to bypass some of the problems in earlier psychodynamic and sex 
therapy theories which were criticised for focusing too much on non-contextual, 
objective measures of sexual health (The Working Group on a New View of Women's 
Sexual Problems, 2000).
Participants' consideration of contextual factors was also very evident when 
many spoke about how demographic variables like gender and age affect the role
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that sexual life might play within therapy by impacting on the process between 
themselves and their clients. Client-therapist gender matching has recently been 
found to have an impact on levels of disclosure in therapy (Pattee & Faber, 2008), 
matching Sven's and Samantha's experience in this study. Emphasis on subjectivity 
within clients' accounts of distress and wellbeing is something that is integral to the 
framework of counselling psychology, with its constructionist and particularly 
humanistic foundations (Strawbridge & Woolfe, 2010). This implies that counselling 
psychologists in general may be particularly suited to working with clients' sexual 
lives in everyday practice, and may perhaps explain why the limited literature that 
does exist on this topic has been written by counselling psychologists (Milton, 2007; 
Rizq, 2003; Spinelli, 1997).
When comparing the findings to existing survey research on the role clients' 
sexual lives plays in everyday practice for Canadian clinical and counselling 
psychologists (Miller, 2011; Reissing & Giulio, 2010), there were some similarities. 
For instance some participants did report a lack of knowledge about working with 
sexual issues, and most participants spoke about how in their earlier career, clients' 
sexual life was much less considered and they felt less confident about working with 
it. This indicates that cognitive affective factors play a role for participants here, as in 
Miller's (2011) study, and participants in this study were able to articulate in detail 
what some of that discomfort and fear was about, hence providing a fuller 
understanding. This highlights an advantage of using qualitative research with 
complex and nuanced issues to uncover some of the finer details.
However, unlike participants in Reissing & Giulio's (2010) survey, most did not 
report the implementation of sex therapy techniques or body-based techniques like 
mindfulness (Brotto et al., 2008). It was presumed that this reflected the fact that in 
everyday clinical practice the role of sex was considered to be secondary and such 
techniques are designed to act directly on sexual behaviours to facilitate change. 
Sexual life was also not routinely asked about when seeing clients individually, like 
participants in Reissing & Giulio's (2010) study.
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The fact that length of time in therapy and contextual cues were cited as so 
important when determining the role clients' sexual lives played in participants' 
practice may relate to Patee & Faber's (2008) conclusion that it has been repeatedly 
found that the therapeutic alliance facilitates clients' disclosures. When the referral 
route is one with more immediate links to sexuality, such as within a sexual health 
context, this would affect the therapeutic alliance, and serve to normalise sexual 
discussions and disclosures. Participants may have stressed the importance of time 
needed to assist client disclosures because as Martha described, trust takes time to 
build, and sex is a sensitive and personal topic. Arguably therefore, the better the 
quality of the relationship, the more likely clients are to disclose this, which appears 
to parallel findings from larger scale studies too (Pattee & Farber, 2008). As an 
additional observation, those currently working in private practice (Martha, Sven, 
and Charles) did tend to have more experience in working with clients' sexual issues 
too, perhaps because they had longer therapy contracts to work than in publically 
available services like the NHS.
Implications of Findings
When reflecting upon the findings, there was a sense in which clients' sexual lives 
sometimes risked being a forgotten or neglected aspect of everyday practice. There 
were many reported fears around the consequences of being misunderstood by 
clients; that introducing sexual life as a seemingly random topic of conversation 
became so much riskier than with other topics, so there was often a planned 
avoidance. Therapists and clients also had to rely on non-verbal contextual cues to 
gauge how good an idea it was to raise sexual issues. The consequence of this, 
namely for the participants with the least exposure to working with clients' sexual 
issues, was that sexual life was not particularly considered when initially formulating 
clients' distress if not clearly visible. Hence, sexual problems were not particularly 
considered as potential contributors to generic symptomology, indicating a 
disintegration of sexual themes or knowledge within therapeutic practice.
Findings also bring attention to participants' levels of preparedness when 
discussing sexual issues with clients, most notably when starting out in their career.
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Part of this reason for planned avoidance of sexual discussions was reported as being 
due to the emotional and visceral reactions that it raised in participants. As Fonagy 
(2008) argues, dealing with the raw sexual aspect of clients' lives can be a challenging 
one. Perhaps for some participants, thinking about sex in relational or symbolic 
terms made it a bit easier by de-sexualising it. This reflects the tensions inherent in 
the different roles and relationships therapists have with their clients. Learning to 
manage the 'real' person-to-person relationship (Clarkson, 2003), and the 
psychological and physical responses that come with it, are necessary and important, 
but also much tougher at times than a more detached professional relationship, 
especially when the topic is evocative. This is maybe why some participants' reported 
that experiential exposure in working with sexual issues played such an important 
role over and above any intellectual or academic understanding.
Furthermore no participant explicitly volunteered information on the 
increasing médicalisation of clients' sexual lives (Tiefer, 2002). Participants may not 
have viewed this as relevant to the research question, may not have had any 
involvement with the medical aspects of clients' care, or this finding may reflect the 
fact that no participant had a longitudinal exposure to such clients' sexual problems 
to compare these figures. However, clinical psychologists in particular are meant to 
practice within a biopsychosocial approach to human distress (Gilbert, 2002). 
Perhaps the 'bio' aspects of clients' sexual lives were more neglected than the 
psychosocial aspects, indicating some disintegration here. This may potentially be 
the reason why sex therapy was referred to as a specialism, because historically it 
has represented a more medical understanding of clients' sexual lives such as in 
Masters & Johnson's (1966) model of human sexual dysfunction.
Limitations
For the purposes of this study clinical and counselling psychologists were positioned 
together to reflect the fact that in practice there is an increasing professional merger 
(Cowie, 1999). This presumed more similarities than differences, yet within training 
there does appear to be differences in professional roles and philosophical focus
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(Pugh & Coyle, 2000). This study did not allow for any reflection upon those potential 
differences attributable to profession. When considering further limitations of the 
data, it would be illuminating to follow up why so many participants undertook or 
facilitated training around sexual issues, and whether this was accidental, as a result 
of interest in this field, or out of perceived necessity for further training on sexual 
topics. Inclusion of such questions would have enhanced and clarified some of the 
findings further. Finally there were times when despite having increased rapport, it 
became particularly difficult to bracket off prior conversations with participants both 
during the interview and analysis due to the existing level of personal contact with 
them. This was managed as carefully as possible and this is why it was vital to leave 
an audit trail and remain aware of this when analysing the data.
Future Research
The participants interviewed were generally experienced psychologists, many of 
which had undertaken or facilitated further training on clients' sexual issues. It would 
be useful to replicate the process with recently qualified psychologists to compare 
how their accounts of the role clients' sexual lives play in everyday clinical practice 
might differ. Most participants were able to reflect on the progression of their skills 
and comfort in this area only after repeated experiential exposure. This may indicate 
that the inclusion of (or more) experiential training methods in current doctoral 
courses may be helpful for facilitating this process, but clearly further research is 
needed to establish what the current situation is in the first instance.
Evidently this research only investigates 'one side of the story' and further 
enquiry based from a client's perspective would increase current understandings of 
how they experience this phenomenon, and what actually matters to them. Recent 
research into client disclosure events in therapy does suggest that sexual topics are 
the hardest to disclose for clients (Faber & Hall, 2002), yet are amongst the most 
salient (Faber, 2003). However, Pattee & Faber (2008) conclude that on the whole 
clients do manage to find a way to disclose salient issues. Further clarification is 
needed on what helps clients to take the risk of disclosing their sexual concerns, how 
much of this is facilitated by psychologists or therapists, and how the therapeutic
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alliance is or is not renegotiated if sexual issues arise later on in therapy. Finally, 
counselling psychologists are encouraged to be more forthcoming about their 
experiences in working with clients' sexual lives in everyday clinical practice, 
especially given that their philosophical allegiances appear to match current ideas on 
best practice.
Conclusion
Findings from a select sample of practicing clinical and counselling psychologists 
show that within their everyday clinical practice, clients' sexual lives do indeed have 
a role to play, but one that it is secondary to relational concerns, risky, and requires 
implicit permission to be given from contextual cues in order to initiate it. The 
integration of clients' sexual lives in everyday clinical practice was made easier by 
undergoing a process of experiential exposure, which resulted in an increased level 
of comfort for participants in this study as time progressed. Additionally participants' 
commented that clients' sexual lives have been under-researched, and therefore risk 
being missed professionally within training as well as practice. It is argued that 
counselling psychologists are in an especially strong position to further the research 
base on how clients' sexual lives feature in everyday clinical practice, due to their 
interest in the richness and complexity of lived experience, and relational and 
contextual understandings of human distress (Strawbridge & Woolfe, 2010). These 
factors were found to be pertinent for this topic both within the current study and 
wider literature (Thomas et al. 2011).
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Personal Reflection
Throughout the research I have been very aware of my own biases and agendas in 
relation to my personal experiences. In a similar way to the participants I too have 
strong opinions about the research question, which I have had to very consciously 
bracket off at times. Part of this is because when I consider my own sense of 
personal identity I am very aware of my own sense of sexuality and how much of a 
role this plays in both my conceptualisation of myself and also throughout my 
behaviours towards other people. I struggle to believe that such a large part of my 
personal identity would not always be present to some degree even if expressed 
through body language in therapeutic interactions, even when not taking an explicit 
verbal focus. I think like some participants do, that people always exist in relation to 
sexuality in some way and there is no escaping that truth. However, despite my 
personal views about this, I did find myself empathising strongly with participant's 
experiences when they reported how much of a difficulty it was sometimes to 
address sexual topics with clients.
I can think of two instances in my first year of training, which are particularly 
noteworthy in relation to my findings. I was working in a primary care context and 
had one client referred to me her GP. I shall call her Miss Amble. I conducted a joint 
assessment with my supervisor and throughout the assessment she depicted a rape­
like scene. I remember feeling particularly embarrassed when this emerged 
particularly since my supervisor was assessing me. To my relief, this aspect of her 
narrative was not focused on by my supervisor, and she drew the attention away to 
Miss Amble's experiences of earlier losses and how this was impacting upon her 
current health anxiety. I also became lost in this traumatic loss narrative throughout 
treatment until it emerged quite strongly in the end session the thing that she was 
actually really struggling with more than anything else was sexual aspect of what she 
had depicted. This was the thing, which had first brought her to therapy and was 
ignored in favour of more comfortable relational losses and fear o f uncertainty. I 
regret that I did not have any more time with her after this to help her process some 
of the emotions involved in this experience, which I think ultimately is all she
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needed. I too have personal experience of missing client's distress and just how easy 
it is to do given that there is a strong relational focus within counselling psychology 
practice, which makes things easy to de-sexualise.
I also have worked much more successfully with one client's sexual issues 
whom I did manage to address in a more explicit way that acknowledged her 
difficulties with both sex and relationships. I took the risk of following up a comment 
she made about going home with a man by asking her to clarify whether she meant 
for sex, and she told me that actually she had wanted to speak about sexual issues 
with me in the assessment but felt uncomfortable doing so. Since this disclosure, we 
collaboratively reframed her goals, using her sexual life as a way to look at what 
might be happening for her phenomenologically during the difficulties that she 
described. We also considered what they meant relationally and how they related to 
the rest of her impulsive symptoms. I have had first-hand experience of the process 
that Greene et al. (2012) describe whereby clients will test out and drop clues related 
to things they want to discuss but are too scared of doing so in the hope that you 
notice and take responsibility for asking about them. This interactive process is of 
extreme interest to me, and one which I intend to study further in my next year 
research project to uncover more of the ways in which sexual topics end up being 
discussed when both parties are frightened and hesitant about doing so.
My experience as a counselling psychologist in training has allowed me a 
unique frame of comparison to consider how participants' accounts relate to  me, 
especially given how many participants commented on the limitations of academic 
training. My experience of training is that the course at the University of Surrey is 
certainly very open to discuss clients' sexual lives and sexual feelings within therapy, 
and there have been at least four training days dedicated to just that. These trainings 
have been invaluable in opening up my thinking and understanding of clients' sexual 
lives and how this interacts with other aspects of their person. Within peer 
supervision sessions there is often consideration of client's sexuality and sexual life, 
but I have yet to hear any examples of anyone working directly and explicitly on an 
aspect of client's sexual lives, including myself. This may be the norm, it may reflect
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the organisational context of placements, or it may reflect part of the process that 
some participants described about how when they less experienced they had less 
confidence in their capacities to handle working on clients' sexual lives and therefore 
it was avoided more.
Finally, I also noticed a personal process while conducting this research. I 
found myself deliberately avoiding asking people with whom I thought there would 
be a level of discomfort for me. Perhaps if I had taken the risk I would have achieved 
some interesting personal observations about how this affected the process of the 
interview, in the same way that it might for a therapist with a client. However, this 
may have affected my ability to create a natural rapport with the participant and 
compromised the data in another way. I feel that I can relate very well to what 
participants describe in the data, and that it is important to consider how to speed 
up this process of acclimatisation for practitioners in an attempt to help them in their 
practice and ultimately the client too.
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Appendix B: Invitation to Interview
Dear [x],
I am currently conducting research for the second year of my PsychD in Psychotherapeutic 
and Counselling Psychology at the University of Surrey. I am writing to ask you whether you 
are available and willing to take part in my study investigating what role, if any, client's 
sexual lives play in the everyday clinical practice of a Clinical /  Counselling Psychologist.
This topic is of interest to me, and has not been studied before. I am conducting interviews 
with practicing Clinical /  Counselling Psychologists to gain an insight into their experiences of 
this. If you agree to take part I shall send you out a copy of the information sheet for 
participants, consent form, demographic data sheet and interview schedule for you to read 
through. We would also then arrange a convenient time and date for us to meet and conduct 
the interview. I require that the facility be available for up to two hours to complete the 
interview, although most interviews will finish before this time.
It is important to mention that the interview schedule is designed as a loose template to 
facilitate and open up discussion of this issue. However, if you feel that there are more 
important or relevant issues related to my research question that I have not covered I 
encourage you to bring these to the interview too. I am interested in hearing about your 
personal views and experiences, and this is the aim of the study. Please note that all data will 
be treated in the strictest of confidence and I will also make all attempts to safeguard your 
anonymity when utilising quotes in my report, or any other information that may identify 
you. I would be most grateful if you could let me know of your decision as soon as possible, 
and I look forward to hearing from you.
Many thanks. 
Kind Regards,
Laura Thomas
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Appendix C: Interview Schedule
Research Question
What role, if any, do client's sexual lives have to play in everyday clinical practice as a 
Clinical /  Counselling Psychologist?
Interview Schedule
1) Could you tell me about your everyday clinical practice with clients?
2) In your own words, what kind of role, if any, do you feel client's sexual lives 
play in your everyday clinical practice?
(Potential prompts: How have /  do you work with client's sexual lives in your everyday 
practice? How does client's sexual material appear in everyday practice?)
3) Would you regard your clients as sexual beings? If so, how?
(Potential prompt: how does this inform your practice?)
4) What does it feel like to engage with this aspect of client's lives?
5) How do you think working with client's sexual lives features in the profession 
of Clinical /  Counselling Psychology in general?
(Potential prompt: In your training experiences?)
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Appendix D: Demographics Data Sheet
1) How old are you? (Please circle)
25-30 years 
31-40 years 
41-50 years 
51-60 years 
Over 61 years
2) Which gender are you?
3) How would you classify your ethnic background? (Please circle)
White
British
Irish
Any other white background
Mixed
White and Black Caribbean 
White and Black African 
White and Asian 
Any other mixed background
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Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background
Black or Black British
Caribbean
African
Any other black background
Chinese or other ethnic group
Chinese
Any other ethnic group
Not stated
4) How many years have you been working as a Clinical /  Counselling Psychologist?
5) In which areas have you previously or do you currently work (i.e. private practice /  
primary care)?
Appendix E: Consent Form
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UNIVERSITY OF
SURREY
Consent Form
Faculty o f
Arts and Human Sciences
Psychology
AD Building
Guildford. Surrey GU2 7XH UK
T: +44 (0)1483 300800 
F: +44 (0)1483 689553
wwwjurrey.ac.uk
« 1 the imdersigned voluntarily agree to take part in the study on the role that clients’ sexual 
lives play in everyday clinical practice as a Clinical / Counselling Psychologist.
e I have read and understood the Information Sheet provided. Î have been given a fu ll 
explanation by the investigators o f the nature, purpose, location and likely duration o f  the 
study, and of what 1 %ill be expected to do. I have been advised about any discomfort 
and possible ill-effects on my health and well-being which may result. I have been given 
the opportunity to ask questions on all aspects of the study and have understood the 
advice and information given as a result.
* 1 consent to m y personal data, as outlined in the accompanying information sheet, being
used for tliis  study and other research. I understand that all personal data relating to 
volunteers is held and processed in the strictest confidence, and in accordance w ith  the 
Data Protection Act (1998).
* I consent for m y interview to be audio-recorded and that anonymised verbatim quotes 
may be used in subsequent dissemination o f the research.
» I  understand that 1 am &ee to withdraw from the study at any time without needing to
jus tify  my decision and without prejudice.
* I confirm tliat I have read and understood the above and freely consent to participating in
this study. I have been given adequate time to consider my participation and agree to
comply with the instructions and restrictions o f the study.
Name of volunteer (BLOCK CAPITALS) 
Signed
Date
Name of researcher (BLOCK CAPITALS)
Signed
Date
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Appendix F: Participant Information Sheet
Information Sheet for Participants
UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sciences
Psychology
AD Building
Guildford. Surrey GU2 ?XH UK
T: +44 (0)1483 300800 
F:+44 (0)1483 889553
www.surreyac. uk
My uame is Laura Thomas and I am a second year trainee on the Doctorate in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. For my second 
year research project I am interested in the potential role of clients' sexual lives in the 
everyday clinical practice of Clinical / Counselling Psychologists. I  am using an Inteipretative 
Phenomenological Analytic approach to collecting and interpreting my findings. I would like 
to invite you to take part in this project. Before you decide you need to understand why the 
research is being done and what it will invoLo for you. Please take the time to read the 
following information carefully. Talk to others about the study if you wish.
Wtat is the pnx%)ose of this study?
I am interested in exploring how Clinical / Counselling Psychologists understand their clients 
as sexual beings in their generic practice, and how this understanding tr^slatcs into their 
practice. This is an under-rcscarched area within the Psychological literature, and by 
conducting this study I aim to increase understanding of the reality of this situation, and 
encourage conversation about this topic.
What arc the potential bcneGfs of this study?
The potential benefit of this study is that there is a more accurate understanding of these 
issues in practice. The stud}' may hi^ight what is both clear and unclear about working with 
clients' sexual sdves to enhance insight and awareness amongst practitioners, and to 
encourage reflective thought about this topic. Through this study I  seek to understand how 
and why ^ m g clients as sexual beings might feature in Oinical / Counselling Ps}choIogy as 
a profession. Similarly, how practitioners' training experiences accommodates or does not 
accommodate this aspect of clients' lives. This could have an inqaact on future training 
experiences in this area.
Are tliere any risks Involved In taking part?
There arc a couple of potential risks involved. Firstly, if  you become distressed in any way 
during the interview, then you are hee to withdraw at any time without giving an explanation. 
Participation is completely voluntary, and there will be no adverse consequences if  at any 
point you do decide to withdraw. Due to the fact Aat I may already know you personally or 
professionally, it is important to mention I will keep any identifying or personal data private 
and confidential in ail of my future encounters with you and when discussing my research 
uith others. This is of course unless you choose to mention your participation in my research 
and your intcnicw material. It may also be nccessaty to choose a discreet place for (he 
interview venue if there is a risk of others seeing us who have information about my research 
plans in order to retain your anonymity.
Finally, (he "Dinsion of Clinical / Counselling Psycholog}' Professional Practice Guidelines" 
expressly states that sexual contact precludes a therapeutic relationship, and that each 
Psychologist has a responsibilit}' to not exploit their clients sexually or in any other way. 
Therefore I may break confidentiality in this instance and report any experiences which raise 
.... ^questions about the appropriateness of your conduct with clients if these arise during the 
' supenisors and the British Psychological
fvü3ü^*^ociety, and may result in professional action being taken against you.
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What will happen if I choose to take part?
I f  you choose to take part, then 1 w ill contact you to arrange a suitable time and place 
to conduct the interview which is most convenient for you. Travel expenses w ill not 
be paid, however I can travel to any location you decide to complete the research. It is 
advisable to put aside two hours for the interview process, although this is the 
maximum time it would take to complete. On the day o f the interview I would provide 
you with a consent form to sign and ask for some basic demographic data before 
commencing questioning. Interviews w ill be audio-recorded and transcribed verbatim 
before I begin the process of interpretation of my findings. If  you would like further 
information about the results o f the study, please email; Laura.Thomas@surrev.ac.uk.
What will happen to my data and will it be confidential?
As part o f this project I am required to audio-record any interviews. A ll data w ill be 
recorded on a Dictaphone and then transferred immediately onto an encrypted 
memory stick which only I have access to. The Dictaphone will then be wiped o f all 
recordings. I will personally transcribe the interviews and these w ill then be 
anonymised to the best o f my ability. A t all times I w ill attempt to protect your 
identity by removing or disguising any identifying information. Electronic Data will 
be kept on my personal encrypted memory stick and in accordance with the “ Code on 
Good Research Practice" will be kept for a period o f up to five years after submission 
to the University o f Surrey. I f  my work is published, this time w ill be extended in 
accordance with the individual requirements o f that journal, and the journal may 
request to view the anonymised data. Any other printed material such as 
demographics data and consent forms w ill be kept in a locked filing case for a period 
o f up to five years before being destroyed. This is unless otherwise specified by 
individual journals i f  my research is published.
What if I  need to make a complaint or get in touch for any reason?
Any complaint or concerns about any aspects o f the way you have been dealt w ith 
during the course o f the study w ill be addressed. Please contact Dr. Dora Brown, 
Primary Supervisor on 01483 68 3979 or by email: dora.brown@surrev.ac.uk.
Who has reviewed the project?
The study has been reviewed and received a favourable opinion from the Faculty of 
Arts and Human Sciences Ethics Committee at the University of Surrev.
Thank you for taking the time to read this Information Sheet.
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Contact Information
Primarj' Supervisor:
Dr Dora Brown, Bsc, PhD (Surrey)
School o f Psychology
Faculty o f Arts and Human Sciences
AD Building
University o f Surrey
Guildford
Surrey
GU27XH
Tel: 01483 68 3979
Email: dora.brown@surrey.ac.uk
Secondary Supervisor:
Dr Pierre Cachia, MPsy (Couns), Dip.GPTIM, Dip.Supervislon, BPsy (Hons), 
CPsychol, UKCP Reg, ECP.
School o f Psychology
Faculty o f Arts and Human Sciences
AD Building
University o f Surrey
Guildford
Surrey
GU2 7XH
Tel: 01483 68 6908
Email; p.cachia@surrey.ac.uk
Primal^' Researcher:
Laura Thomas, BA.
School o f Psychology
Faculty of Arts and Human Sciences
AD Building 
University o f Surrey 
Guildford 
Surrey 
GU2 7XH
Tel: 01483 681 681 (Psychology Department Secretaries)
Email: Laura.Thomas@surrev.ac.uk
Appendix G: Participant Debrief Sheet
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UNIVERSITY OF
Faculty of
Arts and Human Sciences
Psychology 
AO Building
Guildford. Surrey GU2 7XH UK
T: +44 (0)14B3 300800 
F: +44 (0)1483 6895S3
wwwjurrey.ac.ulc
Debriefing for Participants
Thank you for taking the time to participate in my research on the role that clients’ sexual 
lives play in everyday clinical practice as a Clinical / Counselling Psychologist. 1 hope 
that you have found the process interesting, and I have enjoyed and appreciated your 
contributions to this project.
After the interview you w ill have an opportunity to discuss your participation and ask any 
remaining unanswered questions about the study, the interview process, and the aims and 
implications o f the research. This is also a chance for you to discuss what the process o f 
interviewing about this topic has been like, and to add or amend anything that you have 
said in the interview. It is important to mention that i f  you have felt distressed by any part 
o f this study, then I  encourage you to discuss this with myself, my supervisor, or anyone 
else who can offer you support. I also want to remind you that participation is voluntary; 
hence you can withdraw at any time during the interview process. I f  however you wish to 
withdraw or edit any data after the interview process, I ask that you inform me before the 
end o f April 2012 to allow me enough time to complete my data analysis for submission.
I f  you have questions about the study which arise later, or wish to see the findings then 
please contact me by email at: Laura.Thomas@surrey.ac.uk.
THANK YOU FOR YOUR TIME AND CONTRIBUTION TO MY RESEARCH
PROJECT.
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Appendix H: Letter Granting Ethical Approval
UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chair; Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Laura Thomas
Trainee Psychotherapeutic and Counselling Ps) chologist 
School o f Psycholog)
Universit)" o f Surrey
Faculty of
Arts and Human Sdences
faculty OHke 
A D  S u iW in g
G u i'd fo fd , SvTfey GU2 'X h  UK 
.4; 'DXSa SSSSSO
v.i-'A’i.ii.friy-Sc.y*-
29"" I cbmar) 2012 
Dear Laura
Reference: 7QD-PSY.12 RS
Title of Project: the role of clients’ sexual lives In eveiyday clinical practice as a 
Counselling Psychologist: An Interpretative Phenomenological Analysis.
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a favourable 
ethical opinion.
If there arc any significant changes to your proposal w hich require further scrutiny, please 
contact the Facult) Ethics Committee before proceeding with \ our Project.
Yours siucerelv
Dr Adrian Coyle 
Chair
YFARS A hlstOA' of shaping ihe future since 1891
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Appendix J: Sample Participant Transcript
[I = interviewer; P = research participant]
I: Maybe if we start if you could just tell me a little but about your, everyday practice? Kind 
of what you do?
P: Just generally?
I: Generally, yeah
P: Um...so I mean my works...l, I do x days in the NHS 
1:0k
P: And x days private practice 
I: Umm hmm
P: Dm, the, private practice, is, um, kind of a mix of through, largely G P's, with a bit of 
psychiatry, and self-referrals, um, either just through kind of a network of people you know, 
or I also get quite a few from, accredited um...BABCP for CBT
I: Umm hmm
P: And I get a reasonable number of people who inquire through that 
I: Oh ok
P: Or through BUPA sites or whatever 
I: Umm hmm
P: So that's the, through put. It's very much kind of...I suppose general adult work 
I: Yeah
P: The bulk of it looking more like, um, primary care, although you do get...you do get people 
with more severe kind of difficulties, who for whatever reason, don't want to engage with 
the NHS or just have the financial means to do otherwise
I: Oh ok
P: That kind of...
I: Yeah
P: So it's um, um a mix in that sense, and, um...in the NHS, its x and x.
I: Umm
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P: Having said that, my job here, quite a lot of it is more sort of...service management, 
supervision
I: Right
P: That type
1:0k
P: Of thing 
I: Umm
P: So um...l could easily, although it's x days. I'm only here x days, they're long days 
I: Umm
P: I could easily only see two or three people 
I: Right
P: I could potentially see nobody in a week 
I: Right ok 
P: Umm 
1:0k
P: Umm...that's probably the one thing you don't really want recorded, but...
I: [Both laugh] it's fine!
P: Um, um, ah, but yeah, so in reality, I suppose indeed I probably end up spending more 
time, through supervision, because I do quite a lot of that
I: Right, uh huh
P: Speaking to other people about their clinical work 
I: Right
P: Um, but still, there's a reasonable kind of basis 
I: Yeah
P: And I've been working in it for quite some time 
I: Yeah, yeah
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P: And the bulk of that, is more x 
1:0k
P: Than x 
I: Right ok
P: Um, so that's the kind of...the population 
I: Umm hmm 
P: Um 
I: Yeah
P: And um...l, would, suppose just describe I, I think of my work as sort of fairly integrative 
1:0k
P: Um, although...l would...most people looking at it...would certainly say they see a lot of 
CBT
I: Right
P: And probably they would say they see an awful lot of sort of more third wave type of CBT 
I: Umm hmm
P: Less of perhaps of some of the kind of more, protocolised, or form filling, although, some 
of that too
I: What kind of third wave stuff?
P: Would be Mindfulness 
I: Yeah
P: Um, acceptance and commitment therapy, compassion 
I: Yeah
P: Type, stuff 
I: Yeah, ok
P: Those sort of...that kind of, stuff, um...and, um, so I suppose I think about it as...although I 
think there is, a place for...so there is a very traditional CBT where I suppose the idea 
essentially is that you're working with content
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I: Umm hmm, yeah
P: More...still perhaps working with sort of people's explicit experience of cognition, but less 
getting into necessarily a bun fight in terms of...yes it is, no it isn't, yes it is, no it isn't
I: Right ok
P: The evidence
I: Yeah
P: In some cases I think that can be useful, and certainly, sometimes it's useful as a basis...
I: Um hmm
P: If you're working towards...um, helping people to have um [Pause] perhaps more of a 
sense of perhaps being a bit sceptical about what runs through their head
I: Right
P: Yup?
1:0k
P: And opens up a bit of flexibility, um, but ultimately...um, I suppose I think I find some of 
the third wave stuff quite useful
I: Umm hmm
P: Where it's more about perhaps recognising how influential that thinking is...
I: Umm
P: But, being able to step a bit back from it 
I: Right
P: And whether that's in terms of, being able to hold onto a kind of a formulation? 
About...you know, ok a compassionate formulation in terms of those ideas you know about 
ok, how is it that I always come to end up thinking this way
I: Umm
P: Or feeling this way 
I: Umm, umm
P: Which I don't think is so different from a lot of other more insight orientated
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I: Umm 
P: Walk 
I; Umm hmm
P: Kind of approaches. And I guess I would also...certainly amongst colleagues here I suppose 
be, probably...a lot of people describe their work as primarily, narrative...
1:0k
P: And certainly I think if you took a strict CBT person 
I: Umm
P: They would say [laughs] if they were looking...its more narrative 
1:0k
P: Some of it 
I: Umm
P: Although I don't, although I know there's you know...there's a big sort of philosophical 
division between people
I: Yeah
P: I'm not always quite so sure 
I: Uh huh
P: It's that complicated, on the ground 
I: Right
P: To incorporate the two, or other than 
I: Yeah
P: Side by side. So, so I think it is, you know I would probably say, I do work quite explicitly 
with the stories that people hold...
I: Yeah
P: Um...and I would formulate, in those terms, but also in terms of what my supervision is 
with somebody who is very psychodynamic
I: Yeah
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P: And, um...and so guess I think...! wouldn't work psychodynamically 
I: Uh huh
P: In so far as...l wouldn't see...wouldn't normally see, the relationship as the pr/mory vehicle 
for change
I: Right ok
P: But I would see it as an important element 
I: Umm
P: To facilitate that change. And it would be something that depending on the situation, we 
might talk, very specifically about the relationship in the room. So I'm not kind of...
I: Yeah
P: But again I don't necessarily see that at odds with the other kind of approaches...
I: Umm hmm 
P: [Pause] Yeah 
I: Umm
P: That would be the kind of...and I suppose the other thing which I think will probably be 
relevant to
1:0k
P: Some of the questions that you sent through, I was thinking...um [Pause] outside of, 
talking about kind of um...very strict kind of, theoretical um ...orientation, just thinking more 
about one's broad style
I: Umm
P: You know a bit like people sometimes talk about kind of their therapists being, ah...either 
a cold or a warm therapist. I don't know if you've ever heard that distinction?
I: I haven't actually, no
P: Ok, so sometimes, well people are more kind of classically psychodynamic, tabula rasa 
I: Right, the kind of blank screen 
P: Blank screen 
I: Yeah
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P: Um...through to people being a lot more kind of, cuddly Rogerian perhaps 
I: Right ok 
P: Right 
I: Umm hmm
P: I was thinking about that....and I would see myself a bit more on the cuddly end 
I: Right
P: Um, but then thinking more about it [Pause] I...I think I do, particularly in this 
setting...where often people have Psychology suggested to them, by other people in the x
I: Umm
P: Who would never otherwise perhaps have made contact with any kind of mental health 
intervention. Feel pretty sceptical, about it. Um, either it's utility or also whether it's almost 
being suggested that either whatever experiences they're having are a little bit in their head, 
or...
I: Umm hmm 
P: You know 
I: Umm hmm
P: I think that's made me, cultivate more and more of an approach where I try and be as 
ordinary as possible with people
I: As ordinary?
P: Yeah. So, which I mean by that as opposed to, people walk in...people's experience of I 
once saw a therapist, and they did a lot of nodding
I: Right
P: And...didn't say very much 
1:0k
P: Or that they seemed very different 
I: Umm
P: To how other people seem 
I: ...ok
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P: Yeah? [Pause] Like therapists are a bit odd?
I: Right
P: Fair point? [Laughs]
1:0k
P: In terms of, if you compare them to how most people, speak 
1:0k
P: Work, we're very boundaried, we're very 
I: Yeah
P: Now I'm not saying I'm unboundaried 
I: Yeah
P: But, um, I would seek um...where there might be, apprehension about it all being really 
quite heavy
I: Umm hmm
P: Um
I: Umm hmm
P: And [Pause. Puts on voice] I'm going to be analysed 
I: Yeah
P: And...you know loads of stuff I don't know. And all of those kinds of things 
I: Umm, umm hmm
P: I would be trying to, in my manner, trying to distance myself largely from that 
I: Umm
P: But also well...because it's an x setting, people come along with a certain expectation that 
you do have a certain body of knowledge
I: Yeah, yeah
P: So I'm quite happy to say yeah we can talk about, coping strategies...if that feels like that 
would be useful
I: Umm
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P: Yeah, and...yeah well, clearly I haven't, gone through the experience you're going through, 
but I have met quite a lot of other people who have, so there may be some things
I: Umm
P: And so again, I would, when I talk again about being ordinary, you know 
I: Umm hmm
P: Therapists...will often, really distance themselves 
I: Umm hmm
P: From any kind of expert position...um, and I wouldn't do that...
I: Yeah
P: To that extent, I would, um...l'd be distancing myself from ah...obviously a strong expert 
position
I: Yeah
P: But, I'd be behaving more like they might expect their physiotherapist 
1:0k
P: To behave in terms of, if they ask them a question, they get a straight forward answer 
I: Yeah, sure. So something about kind of everyday language 
P: Yeah 
I: And
P: And everyday demeanour 
I: Umm
P: Um [Pause] and that probably...you know that fits undoubtedly, you know that comes 
from, that sits comfortably with me
I: Yeah
P: Um...and so...yeah 
I: Umm
P: I think I would...if I was trying to...sum up
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I: Yeah
P: How I am I guess it would be a bit like that 
I: Umm...yeah
P: And I think you need to make people feel safe. I mean that's stating the bleeding obvious 
I: [smiles]
P: But equally...there's ah...there's certainly you know, clearly that sits alongside with the 
degree of warmth obviously, um [Pause] you can win a lot of prizes here just by listening
I: Right [laughs]
P: So many people don't!
I: Right!
P: So...
1:0k
P: Compared to a lot of other you know, if people are being rushed through x and the rest of 
it, and so
I: Umm
P: You instantly um [Pause] kind of ah...can make great strides in terms of having a decent 
relationship, to base the work on
I: Yeah
P: Just by
I: Sure
P: Kind of, listening properly 
I: Umm hmm
P: So again that would another feature which, you know, it would be difficult to do
I: Umm...yeah. And I guess. I'm, curious about this, and I'm thinking how it, relates to, 
because I think you said there might be a link to my kind of topic, and how maybe things 
tend to come out um...so yeah, maybe um...l mean, what kind of experiences have you had? 
In kind of working with client's sexual lives? Is it something that, that would feature, in your 
practice?
P: Well, I'd love to say, yeah lots
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I: Umm
P: [smiles] because clearly this is the research interest, and it made me feel a bit whilst 
reading through it, I was thinking God. Because we spend a lot of time here in our non- 
clinical, direct clinical work, say for example when we're doing teaching or training, or 
supervision, generic stuff
I: Right
P: About how, important it is that patients feel able...to talk about their sexual concerns. 
Because obviously
I: Oh ok
P: You know when they've got physical health difficulties 
I: Yeah
P: Etcetera. I mean, the most obvious ones, if people have things that affect parts of the 
body that are more obviously related to sex. You'll get, possibly the x specialists or whatever, 
who are
I: Umm
P: More at ease with talking about those things. But where it might be something that's a bit 
more generic
I: Umm
P: I don't know, x or something 
I: Umm hmm
P: Um, historically, people might be less likely to speak about those things particularly as 
people get older, and obviously
I: Umm
P: Whilst we do see some, very young people...not surprisingly um...it's skewed towards 
older people in this service
I: Sure
P: Um...and, of course therefore there are a lot of ideas about well you know...will people 
take offense?
I: Umm
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P: If, I ask about this? Um...and um, well are you likely to be having an active sexual life at 
that, that age? There's all sorts of ideas like that knocking around
I: Yeah
P: And some people in our team are, who've worked, especially when they've worked in 
sexual health services, um, have a particular focus on that when we do training-trying to 
help other members of staff
I: Right
P: And then there's things like...holistic assessments that we're promoting, that kind of 
include boxes for, sexual concerns
1:0k
P: To try and make sure that, patients are given the message well the fact it's on the sheet of 
paper
I: Umm
P: Means that other people must have this 
I: Umm
P: In fact them giving me this sheet of paper,
I: Umm
P: Where I can tick it, presumably means they're quite happy to talk about it if I tick it 
I: Yeah
P: So, we look for other ways to, um,
1:0k
P: To make sure that kind of, that aspect of holistic care 
I: Yeah
P: Is happening in the hospital. Because I suppose, well unlike a mental health service, or 
particularly a private practice, here I think about a lot of our work is like, rather than, 
psychotherapy, if you like, is about just trying to help improve the general psychological 
wellbeing of all patients
I: Sure
P: Indirectly as well as seeing someone
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I: Umm
P: So, I would like to think, oh yeah, we're, we're good at that, um, or we try to be 
I: Um hmm
P: But then when think about your question, you know I don't...l was trying to go through 
and think about patients both here, and ah, elsewhere...who, we end up having much in the 
way of conversation about sexual issues
I: Umm hmm
P: And...and thinking how relatively few people it is 
I: Right, ok
P: Um...and the reason I was saying I wondered whether that's sort of related to my 
sty/e...because I can't [Pause] where there's a lot of emphasis on it, I suppose more of a 
phenomenological approach, in terms of trying to really work to get at people's concerns
I: Yeah
P: And not coming along in the first instance with a theoretical position, or a diagnostic one 
etcetera
I: Umm
P: And looking at ways of trying to just tease out what people's are the concerns are 
I: Right
P: Really...and that forming a kind of a key part of the assessment as well as how you might 
go on to do therapy
I: Umm hmm
P: Where...the...and, the reason I cite that along with what I was talking about and trying to 
be, ordinary, um...is...l try as much as possible, to, respond to what people are bringing 
along...
I: Right
P: Rather than necessarily, in a general assessment, for example in a general assessment I 
wouldn't routinely ask people about their sex life
1:0k
P: Which is, very interesting just to think about this now 
I: Umm
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P: Just why I don't necessarily do that 
I: Umm
P: And I suppose perhaps the reason rightly or wrongly is this more ordinary, type approach 
in terms of what people's fantasies might be about, you know, what are the theories and the 
ideas that drive therapists
I: Umm
P: You know
I: Umm, umm hmm
P: ...and so, there are people who, you know. I'll have people who might, talk explicitly 
about, um, how...say for example their depression, or indeed their medication for 
depression, might be knocking off their libido, or their ability
I: Umm
P: To orgasm, or that kind of thing, we might talk about that specifically. There might be 
somebody who, talks about their relationship
I: Right
P: And then in the context of talking about the relationship not being ok 
I: Umm
P: It then broadens out, and we'll start to talk about, ways in which you know their sex life, 
feels like it's working for them or not...
1:0k
P: Um [Long pause] In [Pause] in this setting...and I was thinking about...slightly unusually we 
sometimes see the relatives of people that we also see. And obviously that's a bit tricky
I: Umm
P: But um, occasionally people want to meet on one or two occasions and you've got to be 
careful with confidentiality
I: Yeah
P: There's also something about, some notion of continuity, and the fact that you know their 
relatives
I: Umm hmm
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P: So we, in a very careful way do a bit of that...and in thinking about this, there's one, guy 
who came to mind, who ah, the boyfriend of a girl, or young woman who I saw, who, you 
know I met with her for quite some time and we would talk about her relationship
I: Umm
P: At some, at reasonable length, actually I mean to be honest, she focused a bit less...but we 
did. And, um, speaking with her boyfriend, he, and he was very, um, I mean one of the things 
was he, he felt really bad about the fact that, um, he'd not been able to have a sexual 
relationship with her, um, certainly for the last few months...
I: Umm
P: And, I was struck that, and his sense was that this was difficult for her, but I was struck by 
the fact that, she'd never raised it with me
I: Right, ok
P: Um...but then...he made the point he said, you know that, he was saying, you know, she 
was an extremely private person around this kind of stuff
I: Umm, umm hmm
P: [Pauses] um...and then there might be people, I suppose most commonly where, you see 
people who, experienced some kind of sexual abuse
I: Right
P: Where...l think in the course of talking about that, then you, quite often, inevitably get on 
to talking about, the extent to which it does or doesn't have an impact
I: Umm hmm
P: Either in their kind of current relationship, or relationships they hope to have or, 
whatever, past one [Pause] so it's quite kind of...um...specific?
I: Umm, umm hmm
P: It's not, I suppose, you know, that in a sense perhaps the gist, that kind of comes through 
in your questions
I: Umm
P: The idea that, in the same way I would automatically, or without exception, ask people 
about their social support
I: Umm hmm
P: You know
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I: Yeah
P: Um [Pause] The only thing, though, when I was sort of mulling this over, I was 
thinking...yeah but the only thing is though...l've got a really clear sense...and there's plenty 
of literature...to back up, why that's really important
I: Umm hmm, umm hmm
P: You know, I don't know if
I: Asking about social support?
P: Yeah
I: Yeah
P: Yeah, yeah, you know...and...um, in terms of, I don't know, about finances 
I: Yeah
P: Something, because I was thinking about finances, I was thinking, that's a question I never, 
I never ask people what they earn
I: Right
P: Which you might say, well why would you? Um...you know, you know whether some 
people are affluent or not
I: Umm
P: But I, I'm aware of that, that whenever it comes to questions of money, people are always 
pretty vague
I; Umm hmm
P: Around figures of money 
I: Yeah
P: Um...and I don't think there is a need, but, but I equally think that there's something I'm 
very aware, that, I just have this sense that...because sometimes we have sort of skirting 
around it
I: Umm hmm
P: Whether actually clients don't want to, I don't know, whether culturally generally it's 
something that one doesn't tend to do
I: Yeah
192
P: Um, and whether or not I almost-feel similarly, about sexual issues 
I: Umm
P: That...unless somebody perceives it to be an issue...to what extent...do I feel sufficiently 
confident...that it's...um, an import...not that it's not an important part of people's lives, but 
that it's likely, to be relevant, to whatever it is that's brought them along
I: Right
P: In terms of what we're focusing on and I suppose going back to you initially well what's 
your style of working?
I: Umm
P: There is a sense in which it's quite problem focused 
I: Right, ok
P: Even if it's, about how one might, sit with a problem 
I: Yeah
P: And not seek to resolve a problem or how one might come to understand, what problems 
one has-it's still relatively focused, I think, the way I think
I: Yeah
P: And SO...I suppose I'm always thinking, about, what's what I believe to be relevant 
I: Umm hmm
P: Now I could be completely wrong 
I: Yeah
P: But just trying to figure out, why I do that 
I: Umm
P: I think it's to do with that. And, and, and a, and a belief also, that um, a bit like money, 
people might think well why are you?
I: Umm
P: You know, if I can see a reason why you're asking me that...then that's fine 
I: Yeah
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P: And I think where I think it's clear that there's a reason...l don't have an issue with 
broaching it
I: Right
P: But I do think, it means, that, it's a bit like [Pause] it might be a bit like [Pause] body image 
and weight...
1:0k
P: Where [Pause] there'd be when I'm assessing somebody I mean I might [Pause] you know. 
I'd be interested in how they see themselves...
I: Yeah
P: Um, and if there was anything to suggest to me that maybe this is a person who's had 
some, issues around food. I'd be interested to know that...
I: Umm hmm
P: But if I didn't have a port/cu/or sense...of those things 
I: Umm hmm
P: How far I would go in sort of, thinking that that's then really relevant 
I: Yeah
P: I don't know if that's really, perhaps that's all rubbish, and rubbish we'll never know. But, I 
think it's probably
I: Yeah, I mean I think the thing that's coming across from what you're saying, um...yeah, so 
there's a sense, it seems as if, there's questions in your mind about um, kind of how and 
where and when to ask it, and is it kind of something that's more of a um, a specific issue, 
like you said around, like food, or, like money
P: Umm hmm
I: Does it kind of tie into that?
P: Umm hmm
I: Or is it something that could be applied at a broader, kind of level, and...l think you're 
saying in, the way that you work, and tied into the way that you're working, it seems quite 
client led, so if they bring it
P: Umm hmm
I: Then it's
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P: Umm hmm
I: Spoken about, and if they don't bring it, then it's not, spoken about 
P: Yeah 
I: Is that?
P: Yeah, yeah 
I: Yeah
P: Yeah, I'd need a why 
I: Umm hmm, yeah
P: To do it, if it wasn't...explicitly spoken about 
I: Umm
P: Umm [Pause] Umm
I: Umm...yeah...l'm just, just aware there's a lot of things, that kind of, come up, um...yeah, I 
mean how...how do you, I mean how does that, sit with you, does that feel, kind of what 
we're saying about how you'd need a why and, um [Pause] What am I trying to ask here? 
[Pause] I mean maybe, I think I'm also thinking about the question on here about what it 
feels like to engage, with this aspect
P: Umm
I: Of client's lives 
P: Umm
I: And it makes me think about that
P: Umm...l think [Long Pause] it's a real, it's a real it depends, in the sense that, I think, again 
like other topics, but perhaps more with this
I: Umm
P: There's some people you can talk to, talk to about sex, and...
I: Umm hmm
P: You know it's like talking about anything else 
I: Yeah
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P: And other people are equal, immediately there's a certain kind of...um...something 
different about it
I: Right
P: So I think there's something very much about the kind of relationship 
1:0k
P: Or the per, that person and you and the relationship kind of together, as a mix, um, that 
makes a difference
I: So, sorry, there's something, you get a sense that there is something different about it?
P: Yeah, just in the sense there are some people, you can, um [Long Pause] some people I 
would immediately fee\ at ease talking with them
I: Umm hmm
P: About intimate sexual stuff...
I: Right
P: ...the way I'd interpret that at a very superficial level, would be that...us having broached 
it, in some way. I've kind of picked up from them that they're ok
I: Yeah
P: I, I think
1:0k
P: I think that's, that's the thing that, whereas I think as I, I think I'll be much more likely as I 
kind of pick up awkwardness
I: Umm hmm
P: Or a slight ill at, dis-ease, from them, that would then probably be reflected, in me 
thinking that, oh that
I: Right
P:Oh
1:0k
P: You know, you know 
I: Yeah
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P: ...I think [Long Pause] and so it would, it would vary a lot...
I: Yeah
P: Um [Long Pause] I think because...l have that kind of question about what, well two things, 
that question about why
I: Umm
P: I'm asking about this 
I: Yeah
P: And also, another question...which is related, but is how can I help?
I: Right
P: Will also, be relevant to the extent 
I: Umm
P: To which I feel at ease 
I: Yeah
P: Um, and I don't think that. I've not done any kind of specialist sort of psychosexual type 
counselling
I: Umm hmm
P: Training
I: Yeah
P: Um, and so, I probably am more likely in this service, not, it wouldn't always be the case 
but if a psychosexual referral came through I've got two colleagues who have both worked in 
sexual health services
I: Right
P: So, [smiles] I'd probably be more likely to say have you seen this? [Smiles]
I: Right
P: So, you know, so there's a bit of a natural selection thing there. Um [Pause] and it very 
much depends on what it is...you know one can talk about sort of, sexual stuff in a pretty 
kind of, amorphous sort of way...um, whereas it, seems to me, it very much depends on what 
you're talking about
I: Umm hmm
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P: Either, how relevant it feels, and also how confident I would feel in some way, other than, 
providing a space where they can kind of, reflect and name, whatever the difficulty is
I: Yeah
P: Um [Pause] interesting, and this has only just occurred to me, I probably have more 
conversations with gay men
I: Umm hmm
P: I'm straight, but um, with gay men, and whether again that just reflects that [Pause] for 
those individuals...and this is you know, obviously, not the case for all gay men, but for those 
individuals I'm thinking about, they just are very at ease
I: Umm hmm
P: With speaking about sexual issues 
I: Yeah
P: And, and so instantly um...certainly from my side, it just feels more, clearly, this person 
wants to speak about it
I: Umm hmm
P; And so. I'm quite happy, for us to talk about it in whatever way feels useful to them 
I: Right
P: Um [Long Pause] Yeah, it's striking, many more conversations with gay men 
I: Umm
P: Than um...than straight men, or with women 
I: Right
P: I'm just trying to think in terms of...in terms of gay women. I can't really think of a 
particular difference
I: Umm
P: Between, them and straight women, ah [Pause] so if I'm honest I do think, that there is a 
significant component about me feeling in terms of how it feels for me
I: Yeah
P: If I feel, that this person feels ok
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I: Right
P: Then I feel ok 
1:0k
P: And therefore I'll ask about it 
I: Umm
P: So there is something about my own, wanting to...be perceived as very appropriate 
I: Umm hmm, umm hmm
P: And my dis-ease at that, that influences, the kind of, questioning that I would, assume 
I: Umm hmm
P: And I can see that that isn't necessarily, because I wouldn't, although I would carry it on 
into other areas, there might be other areas where I would be prepared to just, gently push a 
bit more
I: Right, ok
P: Um, whereas with this, I suspect that I would be significantly, less likely 
I: Umm 
P: To do that...
I: Umm hmm. [Pause] Yeah, and I'm, I guess I'm curious about that, about that 
difference...um, and I know you've said some things about, about why you might think that 
might be as well
P: Umm
I: Um, I'm also curious about um, because I know you've mentioned a couple of, clients, um, 
I think you said one woman who you were working with and then...um, her boyfriend was 
saying about this was an issue
P: Umm
I: And she hadn't brought it 
P: Umm
I: And I was thinking about...um...the ways in which you have worked with sexual issues, and 
whether...um, whether you could think of any other clients and how, the kind of the work 
that you've done around that?
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P: Umm hmm...um, I've had, probably the most experience, on one level...the most obvious 
way I've, it was, certainly, well this one guy, where he came along, because of what he 
considered to be sort of, compulsive, sexual behaviour
I: Right
P: Um...and [Long Pause] A lot of the work that we did around that though, also was around 
his relationship with his wife..,and...conflict in their relationship
I: Umm
P: Both generally and in relation to his kind of um...use of pornography and stuff like that. 
Um...and ultimately I suppose for him, he was he was trying to, sort of, pursue; um...an 
approach in terms of he wanted to sort of, both understand, and curb this behaviour
I: Right
P: Um...and ultimately, um, I put him in touch, with one of the kind of twelve step 
fellowships, I mean like a parallel for AA
I: Oh ok
P: For that kind of stuff 
I: Yeah
P: Um...and, you know, I was aware sort of looking at the literature, that, that's not an easy 
nut to crack,
I: Right
P: Those kinds of difficulties 
I: Yeah
P: Um...and [Long pause] you see, if I think about the people it's really hard to say what I 
would do
I: Umm
P: In the way that if I was talk, you know, if you were talking I don't know, depression or, 
traumatic, stuff
I: Yeah
P: I could give you, more of a well I would tend to do this, and I would tend to do that 
I: Right
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P: Um, whereas with this, I think I tend to listen a lot...um...l tend to do something that is 
much more, of a kind of....um...more kind of Rogerian
I: Ok, uh huh
P: Type of approach. I suppose because usually people are, because I think, there's a degree 
to which...often people won't have spoken about this stuff before at all anyway...
I: Right
P: And so I think there's something about providing a space that feels completely sort of non- 
judgemental around it. And really helping them as much as anything, c/or//y...what they see, 
as the kind of issues, what their wants or what, they're unhappy with
I: Umm
P: ls...much more I suppose in terms of somebody making sense of things and helping 
somebody come to, some kind of conclusions about, what they might want, to be doing, 
around it
I: Right
P: I mean of course that I have seen people where, where it might be more around things 
like erectile dysfunction, but the more
I: Right
P: It seems to be specific stuff 
I: Yeah
P: Around anxiety. I suppose I also think about people where...! think of one guy where, it's 
more around like, he had psoriasis...hadn't he was in his early twenties, hadn't had a 
relationship. And...l suppose in much the same way, where anybody would have sort of self- 
deprecating thoughts, and, from the outside having a sense that these are, kind of really 
over-generalised
I: Umm hmm, yeah
P: Maybe drawing out, helping him to think about, and look at, the sort of diversity 
relationships out there, and, is it always the case that it works like that, and what does that 
mean in terms of, probably in quite a CBT sort of way
1:0k
P: You know what would that, how does, how does the fact that you think that about 
yourself, influence the way, you then, behave?
I: Yeah
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P: So whether that's in terms of meeting [inaudible] for sex or 
I: Umm
P: Whatever it is, um...in his case, um...
I: And would, would that involve the kind of behavioural side as well..in that kind of 
P: Yeah it could do 
I: Work?
P: It could do in the sense that yeah I'm thinking that um the bloke I'm thinking about, we 
cf/cf talk, quite a bit, about, um...the influence...it was a lot, it was more cognitive in the sense, 
or, you know by, whether you want to call it cognitive or narrative you know, some of his 
ideas about women generally
I: Umm
P: And what, um...both sexually, but also, much more generally, what his perception of what 
women, wanted
I: Umm hmm
P: Um, we'd have conversations around that, um, and, um...and then, how there were 
behaviours you could, that kind of flowed, from that. Um [Long Pause] and I'm pausing 
thinking about him simply because, he, he decided, that he'd have his first sexual experience, 
with an escort
1:0k
P: And...and it felt very and he, and, and, and so he did that, and he felt really, um, it seemed 
to me, pleased that he'd made that choice
I: Umm hmm
P: That, that, um, what hadn't happened before had happened. Um...so I remember at the 
time, thinking about that, and feeling quite, kind of...really wondering what I was 
bringing...to the table at all
I: Right
P: Other than being there as a space, alongside all of the other things that we'd talk about 
I: Yeah
P: I don't think that, um...l suppose I've got, if I think about it, I don't really...and this might 
sound a b\t funny in the light of the fact that sort of psychotherapy, you know has always had 
such an interest
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I: Umm
P: In um....kind of...sex as a, or libido as a force 
I: Umm
P: Um, I don't really think, psychology knows very much, about sex ot all 
I: Right 
P: I think 
1:0k
P: I talk to friends, sometimes, in the x department 
I: Yeah
P: And a few of them talk, sometimes about certain issues, and I just really [Pause] you know 
there's kind of, people will trot out, either kind of, um, very kind of, social constructionist 
ideas, or kind of evolutionary type ideas, or psychodynamic ideas...and there are bits of 
research that people will do. I can think of one, talking about to do with ah sort of, gay men
I: Right
P: And talking to him, and it was really coherent what, he'd done some research on it 
I: Right
P: You know, really interesting talking to him 
I: Umm
P: And I just thought at the end, that's an interesting story 
I: Umm
P: Like, and I and for me...you could have just told a completely different story about that, 
and it been equally plausible
I: Umm
P: And I, I guess I do think, a bit like I'm a touch sceptical and probably why I'm more on a 
kind of, cognitive end
I: Umm
P: I'm, it's a bit like I'm sceptical about interpreting dreams 
1:0k
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P: From what I can see, um, you know, we can all sort of, see at times in our lives when we're 
dreaming certain things and it's pretty blooming obvious it's because you're really
I: Yeah
P: Anxious at work yeah...um, and you can see wish fulfilment, and other things...there's an 
awful lot of time also, you sort of think well what on earths that about?
I: Umm hmm
P: But I'm quite sure there'd be an analyst who's really ready to tell me what it's about 
I: Umm hmm, umm hmm
P: Um, and I'm not quite sure where that authority comes from 
I: Right
P: Um, and, I think that about dreams, and I think, I also think it about sex...
1:0k
P: In terms of...um [Pause] you can at the most basic level, sort of...look at people's sexual 
orientation, or their preferences
I: Umm
P: Or you can think about your own, and...sort of see, kind of reasons why I might like that or 
I might not like this
I: Yeah
P: But...\ think quite a lot of it, it's quite difficult to really pin down...and one of your 
questions, which was about, do I regard client's as sexual beings?
I: Umm
P: I mean I certainly do 
I: Umm hmm
P: In the sense that I, well I think, um, while there are some people who report, not, that 
they would describe themselves as not being sexual
I: Yeah
P: Um...outslde of that I do but [Pause] but I wouldn't for a second claim, that it, that it isn't 
related to the rest of the person...l think it's related in such /mmense/y complicated ways
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I: Umm hmm 
P: That 
1:0k
P: It's um [Pause] when we go meddling as Psychologists, there are certain things you can 
meddle with, where the links are a little bit more obvious
I: Right ok
P: And where one feels a little bit more confidence, about it 
I: Yeah
P: Obviously in collaboration with the client about what you both, wonder about why 
something is a difficulty and what's maintaining it and why it came to be there
I: Yeah
P: Whereas, it seems to me that [Pause] the sexual part of us...is [Pause] well it can be quite 
cut off I guess. Um, or it can be quite at odds
I: Umm
P: With other aspects of the self...um, and...
I: Quite at odds, sorry?
P: Well
I: With other things?
P: I suppose you could take the kind of cliché, I mean ok it's a real sort of cliché but sort of, 
ah you know, the immensely powerful business man who goes to be dominated
I: Umm, right ok
P: Ok. And we all might go oh right yeah, because, you know this person, there's a part of 
them, that wants
I: Umm
P: Maybe! [Smiles] Maybe not! Maybe they just like rubber or whatever 
I: Yeah
P: And, and that's, but even that, at least that is a really if you like gross level, and by gross I 
mean, this is an extremely successful business person
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I: Yeah
P: And, um, there's something about this particular sexual interaction that looks to have very 
port/cu/or qualities
I: Right
P: Which is what I mean by gross 
I: Yeah
P: Um, and therefore we might feel a bit more comfortable about, trying to, hypothesise, 
some kind of link
1:0k
P: But.J really do wonder with a lot of things, um...number one...how easy it is, to 
psychologise
I: Yeah
P: And number two, and probably much more importantly, um...and going back to the point I 
was making, about, people who have ah difficulties, compulsive difficulties around sex
I: Umm hmm
P: The literature suggests, these things are incredibly robust...
I: Right
P: You know whether you take things that were...in a really bad way, like, say for example, 
people being gay, previously being seen, as a disorder
I: Yeah
P: We know what the attempts, to solve that [smiles], from a medical point of view, you 
know it wasn't exactly fruitful
I: Yeah
P: We also know, with things like, um...ah, child sex offenders 
I: Umm
P: Changing that behaviour 
I: Umm hmm 
P: Is very difficult
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I: Umm
P: I don't really know about the literature, but my money, [inaudible], my money would be, 
down that, extinguishing fetish...um, changing aspects of orientation, is pretty difficult
I: Umm hmm. Ok
P: And so, that might also, if I'm trying to rationalise and explain why I behave the way I do 
I: Yeah
P: Might have something, to do with, why um...why I also kind of wonder about my kind of 
competence, and my ability to help in that sphere
I: Right
P: Other than providing, that most general kind of space for somebody to feel heard, make 
sense of their experience and try and figure out
I: Umm
P: Whether there's something that they, they could or should do 
I: Umm hmm, umm hmm
P: Um...because obviously, you know, there are going to be certain spheres where it's more 
about, if somebody's unhappy in a relationship...where they feel, it's a sexual aspect of that 
relationship, that's really...detracting, from things, it may well be that they make a decision 
to leave that relationship or change...so I'm not suggesting that people, can't have sexual, 
issues, where they can't do things, that might lead to them feeling more fulfilled or happy or 
less distressed but...
I: Yeah
P: But in terms of...c//rect/y...affecting, um, something that might trouble somebody 
I: Umm
P: About...their kind of ah, sexuality or, um [Pause] Yeah 
I: Umm hmm
P: And also. I've got um, my x, who, is gay. And, but was married etcetera 
I: Yeah
P: And, and maybe, although I would have thought I think I would have thought these things 
previously, but I suppose having that personal experience as well of somebody who, went 
out of their way, if you like to try and, I guess deny
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I: Umm hmm
P: Because you know in a sort of battle against that 
I: Yeah
P: And how, you know, it was it was grim, truly grim when that all fell apart for him 
I: Umm
P: But...the fact that he ultimately, it still had to fall apart 
I: Right
P: Despite all of his efforts 
I: Yeah
P: I suppose to me, and I know there we're talking really specifically about sexual orientation 
I: Yeah
P: But I don't know that necessarily it always has to I mean it's privileged, because, of the 
politics that go with it...right? But, it may well be other aspects of sexuality are equally, as, 
set in stone if you like.
1:0k
P: Um
1:0k
P: Maybe. And so that might equally 
I: Umm
P: Explain why...um, in not being terribly psychodynamic, in not having a psychosexual, 
background
I: Umm
P: Or any kind of training, in those issues, and those personal experiences, and, ah, what I've 
said about being more kind of, focused on what the client brings
I: Umm hmm
P: So if that all goes together 
I: Umm
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P: That's some sort of bit of an excuse for why I don't, [laughs] talk too much about, sex with 
people!
I: [laughs] as an excuse!?
P: Well! [Both laugh] well I guess so, yeah! Yeah
I: I think, I think it's really interesting to think about, um...you know, what you're saying 
about this question of, how fixed is it?
P: Umm
I: How much change 
P: Umm hmm
I: Can happen? Um, and how do you do that?
P: Umm
I: As well. And I think it's really interesting 
P: Umm, umm
I: But yeah...and it makes me think about um...the wider profession as well and...um, and 
kind of what your experiences have been in terms of, I know you said you haven't had any 
kind of psychosexual training or
P: Umm
I: But in kind of I guess clinical psychology 
P: Umm
I: generally, how this features, um, how clients sexual lives 
P: Umm
I: Are spoken about, how it features?
P: Umm. I think in, I think it depends on the training course. Like my, some of my colleagues 
here were on the x course that was much more social constructionist
I: Right
P: I mean I was on a, the course I did was um, x, so there was a strong...ogo/A7 it was social 
constructionist bent, but not as much, and I think on their training there was more stuff 
around sex and sexuality. Um...ah...and so, and I don't know whether things have changed in 
sort of, X years or whatever it is since. I've finished trained
209
I: Umm
P: It wouldn't surprise me if it hasn't. On certain courses. Um...umm [Pause]
I: Would you consider having um...kind of further training? Is it something that would 
interest you or not really interest you?
P: [Long pause] at the moment no. In so far as, there's an awful lot of other things that I feel, 
I could be better at
I: Umm
P: That come up more 
I: Sure
P: In this work 
I: Yeah
P: And I probably also it's something about that, um from a position of relative ignorance, 
um [Pause] because my, my understanding, from talking to people who do more of the kind 
of um, you know the trainings that are very much, more behavioural
I: Yeah
P: Around, say things like, virginity. Vaginismus, and what have you 
I: Umm hmm
P: Um...those, that doesn't particularly interest me 
I: Umm hmm
P: Um, and with the, and perhaps things that are more...theoretical, outside of that...see the 
problem is to what extent do I think they are, just you know, theoretical?
I: Right
P: And it is a politicised area nowadays 
I: Umm
P: Well it's always been politicised 
I: Umm hmm
P: But also, you know and kind of, there's always that slight thing when you...start 
doing...when you start working in an area, where people have political investments, in 
theoretical positions
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I: Umm
P: Of course there's always a political investment but certain areas like around sexuality 
I: Right
P: I think are, particularly politicised...um, and so,
I: Um
P: I think a bit of a, a bit of a, um [Pause] so in the same way around, issues around, I mean 
it's very closely linked around, issues with gender
I: Right
P: So you know, um...ah...where [Pause] well put simply I would say, that I think you would 
have people who would come into the profession thinking exactly what they think later on, 
they just now can argue their case a lot better
I: Right, ok
P: You kind of read the literature, in the same way with anything political, it's more political 
so I think, you know, some people are invested, in an extremely, um biological view of 
sexuality
I: Right
P: For example 
I: Ok umm hmm
P: And other people, are extremely invested, in, a social constructionist view 
I: Right
P: And, I think they will desperately be beavering away to prove, prove their point 
I: Um hmm
P: You know, the purpose of research is to prove what you already think 
I: Right
P: Whereas I think if you're looking at, some slightly less, politicised area...l, I think you get 
more, you know, we all, like your good self, use the word curious a lot
I: Umm hmm
P: And actually ah, I don't...don't take this as a criticism
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I: No
P: I use this too we all 
I: It's fine
P: But I often think, the last, people who are curious, are Psychologists. They're people who 
already, think something
1:0k
P: And they're just using 
I: Umm hmm 
P: Tricksy language 
I: Right
P: to hide that 
I: Umm 
P: Um
I: Something, some kind of manipulation going on
P: Well, it's not it's a kind of, it's a type of language, it has to you have to use it because it sits 
with the social constructionist view
I: Right
P: That everything is, is a sort of relativist position...that one has equal interest, in different 
stories, and one's keen on teasing out, perhaps less well heard stories etcetera
I: Umm hmm
P: And that one's, approaching, everything with an interest, in those different stories 
I: Umm
P: That then, that means that, it makes loads of sense to use words like, curious...bt/t, it's not 
been my experience, that, actually people aren't, very much um, entrenched in a particular 
position
I: Umm hmm
P: Just because they use the kind of relativist language
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I: Umm hmm
P: They're...they're as positivist, about their relativism [laugh]
I: Sure [smile]
P: As the positivists are about 
I: Yeah
P: And, and I suppose in, that might also, in a really, roundabout sort of way, be another 
reason why, um, certain areas [Pause] I wonder if I invest a lot of time...in looking at them 
and what people are saying, am I just going to hear, essentially a lot of political arguments 
dressed up, in psychological language
I: Umm
P: And utilising...evidence, whether it's qualitative or quantitative 
I: Umm hmm
P: From sort of, a psychology domain where I think, it isn't particularly going to get me, 
anywhere closer to what I might feel, like is, really understanding things a lot better from the 
point of view of being able to have a client
I: Right
P: Um...but that just, yeah [Pause] But that's I suppose how I think about a lot of things 
I: Umm
P: As opposed to just to do with ah, this topic but I think 
I: Umm
P: It's probably something of that, comes in with this
I: Yeah [Pause] Ok...um...yeah I'm kind of thinking um...where to go really I feel like there's, 
there's a lot of stuff that we've spoken about, um...and I think you know, I think, we've 
addressed all the questions here. I mean, is there anything that you'd kind of like to add or 
clarify?
P: Umm [Long Pause] But it's it's useful to reflect on it 
I: Umm
P: And, and I suppose there's, I think I've said, but, although I can kind of rationalise why I do 
these things, I do recognise, um...there's an awful lot of assumptions...and I think what's 
useful
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I: Sorry, assumptions in?
P: That I have, a whole host of different assumptions 
1:0k
P: About why inquiring more around this stuff, um, whether it's specifically with an individual 
client who's not raised it
I: Yeah
P: Or whether, more within, sort of, thinking about these themes within, um, applied 
Psychology
I: Umm
P: Um [Pause] There's a lot of assumptions that I've got 
I: Yeah
P: That I can see um, are, just that 
I: Right [smiles]
P: Yeah, and so um...it would be interesting to, to, think more about it 
1:0k
P: Yeah, so it's stimulating to, because I can, you know because I've got colleagues who I've 
got a lot of respect for who would take a very different tact
I: Right
P: On this
1:0k
P: And so, um 
I: And in 
P: Umm
I: what would that look you like you kind of thinking, more about it?
P: Well I'd probably [Pause] I'd probably say, ah...l met with ah, someone doing some 
research from Surrey
I: [smiles]
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P: And they were asking about this and it was quite interesting, oh, she was saying, etcetera 
I: Umm hmm
P: And I wondering you know, and ah, and so quite interested, having sort of, tried to figure 
out why what I think
I: Umm hmm
P: Um...l'd be [Pause] because I think probably normally, because again it's one of the right 
on areas, I wouldn't challenge, actually, some of my colleagues, who are much more into 
um...thinking around sort of particularly um...LGBT type of things
I: Right
P: Um...whereas now, I can think of one colleague who. I'd be quite interested to say to her, 
you know, I was wondering etcetera, and what do you actually think of that?
I: Umm
P: And hear, because she'll have thought about it stacks more...um, and she's not um...sort 
of, well I think she would hold a political, position on it
I: Umm
P: Um, she'd also be very up for, just chatting about it, kind of thing so, it would be 
interesting
I: Umm
P: To, to think some more with people about that 
I: Umm hmm 
P: Um...one last thing 
I: Umm
P: What [Pause] what I was saying at the beginning that I do quite a lot of supervision 
I: Yeah, yeah
P: And I was, now I think about it, people rarely bring along...
I: Umm
P: ...sexual stuff there 
I: Yeah
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P: Occasionally I would talk with people, where, it's more likely if there's an issue to do with, 
something in the kind of transference, counter-transference type stuff
I: Yeah
P: If there's a client that they either feel, drawn to them or vice versa 
1:0k
P: And people might well bring that along 
I: Umm
P: And I would bring that along I've brought that along, a couple of times to my own 
supervision
I: Umm hmm
P: Um, but that feels a bit...it's related but it's 
I: Umm
P: A particular category of stuff 
I: Yeah
P: Which I suppose we're taught we should keep an eye out for and 
I: Yeah
P: You know, and so we're sort of mindful of it. Um...yeah [Pause]
I: [Pause] Ok. Well thank you very much 
P: No, no I say it's interesting...
I: Umm 
P: Umm
I: And thank you for being open about your thoughts, and experiences, and...and everything 
P: Cheers
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Abstract
Although sex is arguably an inherent part of everyday human life and identity, little is 
known about factors that may affect the initiation and maintenance of such 
discussions in a psychological therapy context. This is particularly evident when 
considering the impact of different types of therapeutic models, as well as individual 
attributes such as the sex of client and therapist, and the therapist's experience. This 
study investigated how sexual disclosures initially occur, and are then managed 
within different individual therapy practice settings. Content analysis was used to 
examine 132 therapeutic transcripts in an online database and investigate who 
initiated explicitly sexual discussion, the themes of these sexual disclosures, and how 
sexual disclosures were responded to. Results indicated that most clients would 
approach therapist initiated sexual discussion, and that there was a significant 
interaction between therapy type and theme of sexual disclosure. Drug therapies 
featured more disclosures initiated by the therapist around issues of physical health, 
whereas humanistic therapies featured more disclosures around the client's 
relationship to sex, initiated by the client. Male clients were less likely to introduce 
themes of sexual violence. Implications for clinical practice and future research 
possibilities are discussed.
Keywords: Sex, therapy, sexual disclosure, content analysis, therapy transcript
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Introduction
The topic of sex is one that applies to everyone whether we choose to abstain from it 
or only engage in it to conceive a child. Therefore one might expect that it is a topic 
to frequent the therapy room given that it is regarded by some as one of the few 
inbuilt physiological needs (Maslow, 1943), and arguably an inherent part of 
everyday human life and identity (Stevenson, 2010). Sex is also one area of human 
experience that has a whole specialist therapeutic tradition devoted to it in the form 
of sex therapy, where sexual issues form the focus of the therapeutic intervention. 
Less is known though about how sexual life is discussed both within broader types of 
therapeutic practice such as humanistic or cognitive behavioural practice, particularly 
with an individual (Thomas, Brown & Cachia, 2011; 2012). The present research aims 
to investigate aspects of this phenomenon, namely how explicit disclosures about 
aspects of the clients' sexual life are made within individual therapeutic practice, 
how they are responded to, and the role that therapeutic context and therapist 
might have to play.
Sexual Disclosure in Therapy
The discussion of sexual experiences in more generic practice settings is not one that 
has been widely studied, although there are numerous case studies that include 
working with aspects of clients' sexual lives. For example, counselling psychologist 
Rosemary Rizq (2003) writes about working in a psychodynamic way with a woman 
with low sexual desire. The main body of research on how patients speak about 
personal or intimate material (like their sexual life) within therapy comes from the 
study of disclosure events in therapeutic and healthcare interactions, which tends to 
utilise interview methods and client self-report questionnaires. Farber (2006) reports 
that after administering the Disclosure to Therapist Inventory-R (Farber & Hall, 1992) 
to 147 psychotherapy clients, half of the top ten least discussed items in therapy 
were of a sexual nature. These included: experiences and feelings about 
masturbation; sexual fantasies; losing one's virginity and what this meant; sexual 
fantasies about and feelings towards the therapist; and use of and interest in
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pornographie materials. These items could represent either the more difficult sexual 
experiences to disclose for these participants, or the least important.
To check whether sexual concerns did generally hold any significance for 
clients in therapy, Farber (2003) approached 50 psychotherapy clients to rate the 
salience of particular topics for them and whether they felt they could discuss them 
with their therapist. It was discovered that for these clients, there was the biggest 
mismatch between sexual topics indicating that they were among the most salient, 
yet least often discussed in therapy. These included 'the nature of my sexual 
experiences', which along with affairs are actually the most discussed sexual topics 
(Farber, 2003), but clearly clients felt they would like to discuss them more. In stark 
contrast to sexual experiences, one of the most discussed areas was intimacy in 
relationships, indicating that this may be more salient /  easier to discuss for clients, 
although there are times when this must clearly intertwine with sexual experiences.
Farber & Hill (2002) hypothesise the concealment of clients' sexual 
experiences in therapy is because sex is an area that is subject to cultural taboos and 
likely to be linked to feelings of shame and insecurity, which are major factors in 
withholding of information (Hill, Thompson, Cogar & Denman, 1993). This matches 
the findings from other literature and research, which appear to consistently show 
that sexual topics are among the least disclosed matters in therapy (Farber, 2003) 
and therapists often report personal discomfort in discussing client's sexual lives with 
them even though many report doing so (Miller, 2011; Ridley, 2006; Shalev & 
Yerushalmi, 2009). Farber (2003) also found that disclosure of salient issues 
predicted better outcome and progress in therapy. They conclude strongly that 
disclosures helped both the process of therapy and the client to disclose more 
openly to family and friends, and suggest that therapists should actively pursue 
material that is difficult for clients to disclose. Other research provides some 
substantiation to these claims, as the disclosure of sexual preferences to one's 
partner has been found to be an important contributor to couple sexual satisfaction 
(McNeil & Byers, 2009; Rehman, Rellini & Farris, 2011).
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The Role of Therapist
During a qualitative interview study which targeted 6 practicing UK Clinical and 
Counselling Psychologists and their experiences of working with clients' sexual lives 
in everyday practice, many reported feeling somewhat restricted when discussing 
clients' sexual issues, particularly when they started out their practice (Thomas, 
Brown & Cachia, 2012). These included concerns such as how they might be 
perceived personally and professionally, lack of knowledge and expertise in how to 
help clients with specific sexual problems, and their own and clients' shyness about 
these topics, which most reported finding easier to handle with time. Most 
participants reported preferring to work more broadly and integratively with clients' 
sexual lives by considering how relational dynamics were both impacted by sexual 
problems, and may have caused the problem, rather than necessarily targeting the 
sexual issue as the primary focus. This is in contrast to some couple therapists who 
argue that working with clients' sex lives primarily can be a way to effect change 
(Weaver, 2012). While the Thomas et al. (2012) study was not designed to be 
generalizable, it gives a flavour of some of the perceived pressures on this group of 
psychologists when working with clients' sexual material in therapy. The study serves 
as a reminder that modern psychologists and therapists are working amidst a 
particularly litigious and risk-averse cultural backdrop, which may be hard at times to 
balance with the needs of the client.
Research does appear to show that what really assists clients in being able to 
make disclosures about intimate material is when they anticipate a positive response 
from their therapist. This has been found across a variety of situations such as non- 
visible mental and physical health conditions in healthcare settings (Greene et al., 
2012), and lesbian women's disclosure of their sexual orientation to their health care 
provider (McNair, Hegarty & Taft, 2012). Farber & Hall (2002) concluded in their 
interview study of patients that anticipated positive response was found to alleviate 
inhibitory shame, and that generally most therapists did meet client disclosures with 
approval (Pattee & Farber, 2008). They stated that a perceived positive response 
increased the possibility of future and more in-depth disclosures, and that patients 
would often tend to test out potential reactions first. These findings illustrate how
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the therapeutic interaction is a co-constructed one, the importance of therapeutic 
relationship, and how the therapist's reaction to client sexual material is likely to play 
a role in what material is brought into the room. Clearly the therapist does have 
some responsibility for the facilitation of client sexual disclosures, but as Pattee & 
Farber (2008) mention however, there is little empirical research in this area. Most of 
the literature on client disclosures is based on theory, clinical reports, and self-report 
retrospective measures.
One of the few studies on 'live' material conducted by Balmforth & Elliott 
(2012) uses an in-depth process analysis of an actual therapy recording. One client 
who was diagnosed with PTSD after an adult rape disclosed to the therapist that she 
had actually been sexually abused in childhood also. They found that therapist's 
explicit invitation to discuss the issue was what initiated the disclosure, and more 
importantly, the client appeared to benefit from this process because it allowed her 
to make connections from these past experiences to her current difficulties and 
symptoms. They concluded that sometimes it is important to actively initiate 
discussion about previously undisclosed material in a non-intrusive way in order to 
offer the client the opportunity to process this, if they so wish to take up the offer. 
Clearly disclosure of sensitive material (like sexual experiences or sexual abuse) is 
one that needs to be treated with caution, but also not avoided either as this risks 
reinforcing the stigma and taboo around the topic of sex. Another factor which has 
received less attention for its' impact on sexual disclosures in therapy is that of the 
therapeutic context.
Role of Therapeutic Context on Disclosures
There has been less research into what specific contextual factors affect general 
levels of disclosure between therapists and clients, as this would also impact the type 
of role that the therapist has. Time in therapy and the strength of the therapeutic 
alliance has consistently been found to predict more disclosures (Farber, 2006; 
Pattee & Farber, 2008) and Farber (2003) concludes that disclosure of sexual issues 
and sexual abuse happens very slowly, and with reserve. This indicates that
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therapists in longer-term therapies are more likely to hear about clients' sexual lives 
in their practice.
There have been mixed results about how gender impacts on disclosure. 
There is some evidence that women find it harder to disclose with female therapists 
(Pattee & Farber, 2008) and that men disclose less overall than women but do 
disclose more about their sexual life (Farber, 2003). There is some evidence that men 
disclose more about the use of pornography than women, yet women disclose more 
about the nature of their sexual experiences (Farber, 2006). Therapist age and race 
were also reported to be factors affecting general disclosure with clients finding it 
easier to disclose to older therapists and therapists of the same racial backgrounds 
(Farber & Hall, 2002).
Thomas et al. (2011; 2012) noted that there has been a shift over time as to 
how sexual topics are discussed within therapeutic interactions. Since the 1970s and 
the days of Masters & Johnson's (1966,1970) behavioural and educative sex therapy 
techniques, there are now broader integrative frameworks in place that locate sexual 
dysfunction in context of the client's life, environment, and subjective experience. 
This trend is in opposed to treating sexual life as an isolated symptom (Kleinplatz et 
al. 2009). However, there is a simultaneous but opposing trend that sexual problems 
have become increasingly medicalised both in the public eye and medical professions 
(Thomas et al., 2011; 2012), which may also explain why sex has been ever more 
sectioned off medical settings, and left out of broader psychological practice. There is 
one notable exception to this, which is sexual violence and childhood sexual abuse. 
These events have been widely researched for their role in a range of severe mental 
health problems such as PTSD (Morison, 2006) and borderline personality disorder 
(Bailey & Shriver, 1999).
The current study is relevant to counselling psychologists because there is 
little written within the counselling psychology literature about working with clients' 
sexual concerns in everyday practice (Thomas et al., 2011; 2012), save for issues 
related to sexual orientation (Milton, 2007). Counselling psychology's philosophical 
roots are also explicitly based on humanistic, relational and integrative practice, 
looking beyond just the immediate symptoms of clients' presentations in therapy
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(Strawbridge & Woolfe, 2010). There is recognition of the co-constructed nature of 
the therapeutic encounter within counselling psychology epistemology (Orlans & Van 
Scoyoc, 2009); acknowledging the responsibility of the therapist in which material 
the client chooses to disclose. Additionally, given the recent advertisement on the 
British Psychological Society (BPS) website for a workshop focused on helping 
psychologists feel more comfortable discussing sexual issues with clients (BPS, 2000- 
13), this is clearly of topical interest.
Research Aims and the Use of Content Analysis
In order to study this phenomenon in a more ecologically valid way, it is necessary to 
study actual interactions within the therapy process especially given that there is a 
lack of this currently within the sexual disclosure research. The aim of the present 
study therefore is to examine a selection of therapy transcripts to investigate this 
phenomenon, in an attempt to make broader and more generalised conclusions 
about sexual disclosure within therapeutic practice. Of particular interest are how 
therapeutic context impacts on sexual disclosure, and the therapists' role within this 
process.
The use of a content analysis methodology appeared appropriate for a few 
reasons. Content analysis has been defined as: "a research technique for making 
replicable and valid inferences from texts (or other meaningful matter) to the 
contexts of their use" Krippendorf (2004, p.18). In this case the text represents the 
dialogue occurring between different therapist-client pairs, and the context of their 
use is that they occur within a particular (or series of) psychological therapy 
session(s). Content analysis methodology allows a system for conducting this type of 
research, reliably and validly making inferences across a range of data that would not 
otherwise normally be available. Krippendorf (2004) writes that there are no 
methodological limits on the use of content analysis, and researchers can tailor it 
easily and idiosyncratically to match their specific research focus. This makes it a 
useful technique to study the complex phenomenon of client sexual disclosures in 
therapeutic interactions. Henceforth, the term sexual disclosure is used throughout
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this research to refer to any comment given by the therapist or client that refers 
explicitly and directly to aspects of the clients' own sexual life.
Predictions and Investigations
It is possible to make a few predictions about the outcome of the present study
based on the limited research available. Time in therapy and the quality of the
therapeutic alliance has been consistently linked with client disclosures (Farber, 
2006), including sexual ones (Farber, 2003). Therefore within the present study it is 
possible to predict that:
1) There is an inverse relationship between time in therapy (indicated by 
session of disclosure) and sexual disclosure overall.
Previous research also stipulates that clients report finding it easier to disclose to an 
older therapist (Farber & Hall, 2002), and that a small sample of counselling 
psychologists reported finding it easier to discuss sexual issues with clients as their 
experience grew (Thomas et al., 2012). As there is no measure of therapist age in the 
present study, but there is of experience, we might predict that therapists who are 
more experienced:
2) Are more likely to introduce the sexual topic.
3) Are more likely to prioritise the sexual aspect of clients' sexual disclosures 
when the client makes them.
Due to the mass of literature linking early sexual abuse and sexual violence with 
severe mental health problems (Bailey & Shriver, 1999), it is possible to predict that:
4) Therapists are likely to approach or prioritise disclosures related to sexual 
violence.
5) Therapists are more likely to introduce disclosures about clients' exposure 
to sexual violence.
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Finally, there has been a trend observed that there has been an increasing 
médicalisation of clients' sexual lives both in modern medicine and in public media 
(Thomas et al., 2011; 2012). Therefore it is possible to predict;
6) Themes related to physical sexual health will occur more in psychiatric 
therapies than any other therapies.
Areas of Investigation
Due to a scarcity of current research on the impact of client and therapist gender, 
and type of therapy upon client sexual disclosure; these have been selected for areas 
of investigation within the current research. Specifically they will be explored for 
their association to: whether the client or therapist initiates disclosure; the type or 
theme of material disclosed; and the nature of the subsequent response to that 
material. Finally there is little empirical research into how clients in individual 
therapy respond generally when the therapist introduces the topic of their sexual 
life, and therefore this will be examined also.
Method
Harris (2001) outlines the eight most common steps in conducting a content analysis 
which includes: identifying the construct to be examined; choosing the sample; 
deciding the unit of analysis; determing the coding scheme and categories for the 
unit of analysis; conducting a pilot study and revising as necessary; collecting the 
data and assessing reliability and validity. This procedure is outlined below.
Sample
The sample was selected purposively for a secondary case analysis from collected 
therapeutic transcripts on American online database: 'Counseling and Psychotherapy 
Transcripts, Client Narratives, and Reference Works' (Alexander Street Press [ASP], 
2008). This is the first and currently the only publically available database of this sort.
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and contains at present 1,717 transcripts of therapeutic material spanning a broad 
range of therapeutic traditions. All transcripts were searched for their inclusion of 
explicitly sexual phrases and euphemisms. Search words were generated from 
existing literature (summarised in Thomas et al. [2011]); DSM-IV-TR sexual 
dysfunction categories (American Psychiatric Association [APA] 2000); thesaurus & 
dictionary searches (The Online Slang Dictionary, 1996-2013; Urban Dictionary, 1999- 
2013; Dictionary.com, 2013); and clinical practice experience & personal ideas. 
Examples include terms like sex, sexual, slept with, screwing (see Appendix A for full 
list of search terms). All transcripts were then selected for the first occurrence of a 
sexual disclosure event (defined below), and all other transcripts from the same 
therapist /client dyads were excluded, as this study focuses exclusively on first 
mentions of sexual themes, rather than repeated ones.
The final sample consisted of 132 out of a possible 686 therapy sessions and 
excluded the following transcripts that could not be grouped due to too few 
numbers: 2 instances of systemic therapy with an individual; 1 feminist; 1 
hypnotherapy; 1 reality therapy; and 3 cases where the therapy was unknown. All 
data in this collection has been previously anonymised according to US law, and 
clients have given consent for their material to be available for academic use. Ethical 
procedure was followed in accordance with The Faculty of Arts and Human Sciences 
Ethics Committee at the University of Surrey.
Units of Analysis & Coding Scheme
A novel coding scheme was designed loosely based upon Bandura, Lipscher & 
Miller's (1960) study of therapists' approach and avoidant reactions to patient 
expressions of hostility. Two units of analysis were utilised, in a similar manner to 
Bufkin & Eschholz's (2000) study of sex and rape in visual media. The first unit of 
analysis was the whole transcript. Each was coded for various demographic factors 
(See Appendix B. for full description). These were: therapy type, gender o f therapist 
and client, experience of therapist, date, whether the transcript was a series or not, 
and the session number if labelled.
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The second unit of analysis was the sexual disclosure event indicated by a 
particular word, phrase, expression, or sentence. For the purposes of the present 
study, the interest lay both in explicitness of disclosures about the clients' sexual life 
and the strength of sexual disclosure. For this reason milder instances of sexual 
activity were excluded e.g. kissing, hugging, flirting, dating, due to their relationship 
to intimacy, which was one of the most discussed themes within therapy (Farber, 
2003). To count, the sexual disclosure must:
1) Directly and unambiguously refer to at least one of the following: 
penetrative intercourse, stimulation of intimate body parts, sexual 
arousal, sexual attraction, sexual desire, sexual fantasies, sexual 
preferences, abstaining from sex or being a virgin.
2) Euphemistic expressions were counted but only if there was an exclusive, 
specific, or direct translation to sexual desire, attraction, arousal, for e.g. 
'turn on', 'horny', 'slept with', 'nailing'. This is opposed to a broader, or 
non-specific term e.g. affair, hooking up, cheating on, coming onto, lovers, 
being homosexual etc.
3) The disclosure must be being made about the clients' own personal sexual 
life only. If they are discussing the sexual life of their partner, this may 
only count if they relate it back to their own sexual relationship with 
them.
4) For the disclosure to count as being therapist introduced, the therapist 
must be asking the client directly and explicitly about an aspect of their 
sexual life, or make clear reference to an aspect of the clients' sexual life.
The first disclosure event in each transcript was coded for the session it 
appeared in, and who initially referenced the clients' sexual life (therapist or client). 
The focus and nature of the disclosure was then categorised (using information from 
the surrounding textual context) into one o ften  available themes based on previous 
research categories (Farber, 2006), and existing literature (Thomas et al., 2011). To 
increase content validity (Krippendorf, 2004), themes were devised to capture all 
aspects of sexual life: physiological, social, moral, political, behavioural, cognitive and
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emotional. Only the first theme within the sexual disclosure event was coded for to 
capture how disclosures are initially made. Themes were:
1) Sexual violence
2) Shared relational process with another
3) Sexual aspects of sexual identity (later collapsed into theme 9 for analysis)
4) Relationship-free sexual activity i.e. masturbation, use of pornography
5) Sexual process between therapist and client
6) Psychological relationship to sex and sexual values
7) Physical sexual health and specific concerns about sexual function or
performance
8) Generic references to sex or sexual history
9) Sexual fantasies, desires, and attractions
10) Sexual fetishes /  kink
To code the relevant response to the disclosure, Bandura et al.'s (1960) 
categories of approach /  avoidance /  unclassified were altered and expanded to suit 
the purposes of the present study. The meaning was shifted slightly to represent 
either a prioritisation of the sexual aspect of the disclosure /  de-prioritisation of the 
sexual aspect of the disclosure /  or an ambiguous response (refer to Appendix B for 
full description). To know when to begin coding this response, the idea of the 
conversational turn was used (Ward, 1995).
A conversational turn was counted as all the words said by one person before 
a major interruption. Major interruption occured when the other member of the 
dyad uttered any response longer than a verbal nod such as "aha", "yeah" "umm", 
when there was an extended silence, or due to any other disruption to the flow of 
conversation. For the purposes of this study it was appropriate to use human -  
coders and to utilise a typically qualitative technique of assessing the unit o f analysis 
in context (Krippendorf, 2004) due to the broad range of euphemistic and colloquial 
expressions used to refer to sexual content. This decision was made to improve 
ecological and face validity, and reflects the complex and ambiguous nature of the 
topic (Potter & Levine-Donnerstein, 1999).
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Piloting and Reliability
The above coding scheme was developed after numerous revisions and 
amendments. Initially the transcripts were coded with the help of a second-rater 
(fellow psychology student) including some additional variables such as number of 
client-therapist interactions about the sexual disclosure, some broader sexual terms 
such as 'lover', and the number of sexual references for each thematic category 
within the whole available session series. It became apparent that the coding scheme 
was initially too complex; hence the decision was made to focus exclusively on the 
disclosure event itself. This decision narrowed the scope of the keywords /  phrases 
and increased the chance of good reliability while retaining as much face validity as 
possible. This experience is a common occurrence within content analysis, and 
sampling a particular interval across items is an accepted strategy (Garrison, 
Cleveland-lnnes, Koole & Kappelman, 2006). Theme categories were also altered to 
enhance their exclusivity from each other (Krippendorf, 2004), and particular 
categories such as 'use of pornography' and 'masturbation' were amalgamated into a 
broader category of non-relational sexual activity, to capture any sexual activity that 
did not directly involve another person. A final version of the coding scheme was 
decided upon, and a sample of 18 transcripts generated using random number 
sampling (Random.org, 1998-2012). These transcripts were then subjected to 
reliability testing using the scores of the two raters.
All demographic variables (e.g. therapist experience and type of therapy) 
reached a score of k =1.00, p=0.00 as expected. All non-demographic variables (who 
introduced the sexual reference, sexual theme, therapist response and client 
response) reached a substantial reliability rating k >0.72, p<0.001, apart from client 
response which reached moderate to substantial agreement k =0.60, p=0.03 (Viera & 
Garrett, 2005). This may be due to the small number of items in this category (N=5), 
and there was 80% agreement between raters for this variable. This gave a mean 
reliability rating of k =0.80 (range from 0.60 to 1.00). All disagreements were 
compared for human error, discussed until consensus was reached, and further 
minor amendments were made to the coding rules. The remaining transcripts were 
then coded by the primary researcher and subjected to analysis.
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Data Analysis
Due to the fact that most data was categorical, mainly chi-square ) scores were 
calculated for the associations between variables using SPSS 20 for Windows 20. 
Additional frequency data was reported where necessary to the aims of the study 
and research hypotheses.
Findings
Distribution of Sexual Disclosures
After excluding additional transcripts within the same series as described above, 
analysis produced 7 transcripts classed under the umbrella of cognitive /  behavioural 
therapies (CBT); 25 items under the umbrella of humanistic therapies (FIT); 16 under 
the umbrella of brief relational therapies (BRT); 9 under the umbrella of 
psychotherapies (PT); 2 under the umbrella of systemic therapies (CT); and 76 under 
the umbrella of psychiatry /  drug therapies (DT).
Overall there were 54 male clients, 76 female, and 2 of unknown gender; 
teamed with 76 male therapists, 34 female therapists, and 22 with missing 
information about gender. Due to the small sample sizes, a large proportion of cells 
contained numbers of observations below 5. As these instances exceeded 30%, the 
small sample size has resulted in a loss of statistical power, and may have missed 
genuine significant associations (Field, 2009). To partly account for this, the more 
conservative Fischer's Exact Test has been used wherever relevant throughout 
analysis, to account for the deviation of the sample's distribution from a chi-square 
distribution. Furthermore due to small sample sizes, the decision was made that only 
results with standardised residuals +/-2 would be considered large enough for this 
sample size and reported as such.
As there were no transcripts with a sexual disclosure event occurring from 
the 1980s, and only 1 from the 1960s, all pre-1990s transcripts were merged to 
increase statistical power. Similarly, all therapists with over 21 years of experience 
were grouped as there were only 6 therapists with more experience than this,
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analysis revealed a significant interaction between: therapy type and date (p<0.001); 
therapy type and therapist experience (p<0.001); and therapist type and gender of 
therapist (p<0.001) (See Tables 1, 2 & 3 Appendix E). It is notable that all sessions 
before 1980 were humanistic in orientation, most brief relational therapies were 
from the 1990s, most drug therapies occurred between 2000-9, and most 
psychodynamic and CBT therapy transcripts were post 2009. This suggests both 
historical factors and, perhaps, an inclusion selection bias in the corpus of 
transcripts. The therapists were also more likely to be male in drug therapies and 
female in humanistic and brief relational therapies. Finally, humanistic therapists 
were more likely to have less than 10 years' experience; drug therapists were more 
likely to have between 11 and 20 years of experience; and CBT therapists more than 
21 years of experience.
Time in Therapy
A simple relationship between length of time in therapy and likelihood of introducing 
a sexual topic was hypothesised. Analysis of the data showed that rather than an 
inverse relationship, there was a strong positive tendency for introductions to occur 
in the first session (N=13), compared with later sessions (N=9, range 1- 8, SD=2.00). 
However, the total number of introductions assessed was limited due to missing 
information about session number (N=110) because most transcripts were from 
humanistic therapies (N=19).
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Fig.l)
Distribution o f disclosures
Distribution of sexual disclosures by session number
Mean »  2.23 
Std. Dev, »  1.998 
N = 22
12.5-
10.0-
0 .0-
64 8 100 2
Session o f Disclosure
Therapist Experience
A series of analyses were conducted both on how therapist experience 
interacts with who introduces the sexual topic, and how experience interacted with 
therapist response to client-initiated disclosure. No significant associations were 
found between therapist experience and who introduced the sexual topic (p=0.55, 
See Table 4 Appendix E); and neither between therapist experience and therapist 
response to client sexual disclosures (p=0.14. See Table 4 Appendix E), going against 
predictions.
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Sexual Violence
A -r^  analysis was run on theme of sexual topic and who introduced it. There 
was a significant association found (p=0.05) but this was not between sexual violence 
and who introduced the sexual topic, but specifically physical health where the 
therapist introduced this theme more often than expected (Table 1). Furthermore 
there was no significant association found (p=0.38) between therapist response and 
themes of sexual violence, disconfirming predictions (Table 1).
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Table 1.
Sexual theme and who introduced sexual topic/therapist response 
Sexual theme Who introduced Therapist response
Client Therapist Prioritise Divert Ambig
sv Count 9 2 4 3 2
Standardised
residual
0.60 -0.80 0.40 0.10 -0.50
REL Count 24 7 10 4 9
Standardised
residual
0.60 -0.90 0.60 -1.30 0.60
SP Count 2 1 1 1 0
Standardised
residual
0.00 0.00 0.30 0.40 -0.80
1RS Count 20 3 5 9 6
Standardised
residual
1.10 -1.60 -0.80 1.00 -0.20
PSH Count 15 17 7 3 5
Standardised
residual
-1.40 2.00 0.70 -0.80 0.10
FR Count 16 11 2 7 6
Standardised
residual
-0.50 0.70 -1.40 1.00 -0.50
FDA Count 4 2 2 1 0
Standardised
residual
0.00 0.00 0.90 0.00 -1.00
p=0.03 p=0.38
SV=sexual violence, REL=relationship and interpersonal dynamics, SP=sexuai process, iRS=individuai 
psychological relationship to sex, PSH=physlcal sexual health, FR=factual references and sexual history, 
FDA=fantasies, desire, attraction
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Therapy Type Including Physical Sexual Health
There was a significant association found between therapy type and sexual theme 
according to analysis (p<0.001). Disclosures around the client's relationship to sex 
occurred significantly more in humanistic therapies, while references to sexual 
physical health happened significantly more than expected in drug therapies as 
predicted (Table 2).
When comparing with other variables there was also a significant association 
between therapy type and who introduced the disclosure (p=0.04. Table 2), as 
humanistic therapists were less likely to introduce the disclosure than expected. No 
associations were found between type of therapy and therapist response to client 
disclosures (p=0.24, see Table 5, Appendix E). Similarly no associations were found 
between therapy type and client response to therapists' introduction of the sexual 
topic (p=0.06, see Table 5, Appendix E). There was a trend however for both clients 
in psychodynamic and CBT therapies to divert.
PT Count 1
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Table 2.
Type o f therapy and sexual theme
Sexual theme
CBT Count 1 0 1 0 0
Who introduced
Therapy SV REL SP 1RS PSH FR FDA
type
Client Therapist
54
SDR 0.50 0.30 -0.40 -0.20 -1.3 1.3 -0.60 -0.30 0.50
SDR 0.30 0.70 1.80 -0.50 -1.50 0.90 -0.60 0.00 0.00
BRT Count 1 11
SDR -0.30 0.70 1.1 1.30 -2.00 -0.7 1.5 0.10 - 0.10
HT Count 1 22
SDR -0.70 0.70 0.60 2.40 -1.60 -1.80 1.80 1.4 -2.1
DT Count 7 13 0 30 18 1 46 30
SDR 0.30 -1.00 -1.30 -1.70 2.70 0.60 -1.30 -0.70 1.1
p<0.001 p=0.04
CBT=cognitive behavioural therapy, PT=psychodynamic therapy, BRT=brief relational therapy, 
HT=humanistic therapy, DT=drug therapy
SDR=standardised residual, SV=sexual violence, REL=relationshlp and Interpersonal dynamics, 
SP=sexual process, IRS=lndividual psychological relationship to sex, PSH=physical sexual health, 
FR=factual references and sexual history, FDA=fantasies, desire, attraction
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Therapist Gender
Therapist gender was tested for its association with type of sexual theme disclosed, 
who introduced the topic, and the client and therapist responses to topic. There 
were no significant associations found with sexual theme (p=0.26) and neither with 
who introduced the disclosure (p=0.32. See Table 6 Appendix E). Finally there was no 
association between therapist gender and therapist response to client disclosure 
(p=0.22), and neither with client response to therapist introduction of a sexual topic 
(p=0.62, see Table 7, Appendix E).
Client Gender and Client Approach
The effect of client gender on the initiation of, and response to, therapist's 
introduction of sexual topic yielded several findings. Firstly there was a significant 
association between the gender of the client and the theme of the sexual disclosure 
they made (p=0.02. Table 3). Specifically, men were less likely to report themes of 
sexual violence than expected. Flowever, there were no significant interactions 
between client gender and who introduced the topic (p=0.83). There were similarly 
no significant associations between client gender and therapist response to client 
material (p=0.85. See Table 8 Appendix E), and neither were there any between 
client gender and client responses when therapist introduced the disclosure (p=0.71. 
See Table 8 Appendix E).
The final prediction tested whether clients tended to approach or avoid the 
subject when their therapists introduced the topic of sex. Analysis revealed clients 
within the present sample did approach disclosures 78% of the time, (N=41) versus 
5% avoidance, and 17% giving ambiguous responses (Fig 2).
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Table 3.
Client gender and sexual theme/lntroductlon o f sexual topic
Sexual theme
Client SV REL SP 1RS PSH FR FDa"
gender
Male Count 0 14 14 13
Who introduced 
Client Therapist
36 18
SDR -2.10 0.40 0.70 -0.80 0.40 0.50 1.00 -0.10 0.10
Female Count 11 16 1 16 16 14 2 52 24
SDR 1.80 -0.40 -0.60 0.70 -0.40 -0.40 -0.80 0.10 -0.10
p=0.02 p=0.83
SDR=standardised residual, SV=sexual violence, REL=relationship and interpersonal dynamics, 
SP=sexual process, IRS=lndividual psychological relationship to sex, PSH=physical sexual health, 
FR=factual references and sexual history, FDA=fantasies, desire, attraction
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Fig 2.)
Client responses to therapist initiated disclosures
Client response to therapists introduction of a personal sexual theme
Mean = 1.39 
Std. Dev. = .771 
N = 41
CT 20
How did the other respond
Discussion
The first thing that becomes apparent when looking at the data distribution is that 
the conclusions that can be drawn about the impact of therapy type upon sexual 
disclosure are automatically restricted due to the high interaction with date. Similarly 
the interaction between therapist experience and gender with therapy type could 
indicate that some transcripts repeatedly feature the same anonymous therapist, 
and there is no way of checking for this at the moment. This means that claims need 
to be tentative, particularly because this was a convenience sample and may have 
been subject to inclusion biases, rather than being a truly representative sample. 
While the limited number of transcripts containing sexual disclosure events has
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yielded these limitations, the scarcity of available full-length genuine therapeutic 
transcripts (due to the ethical and technical challenges present when obtaining 
these), means that researchers are limited in studying phenomena across a large 
number of different therapeutic interactions. The tentativeness of some of the 
conclusions is therefore arguably outweighed by the quality of the type of data, 
which has been studied in a way that has been lacking from existing research, 
offering a unique perspective on sexual disclosures.
There were some significant findings in the present study that emerged from 
the exploratory analysis. Namely that men were less likely than expected to 
introduce themes of sexual violence (N=0, p<0.001); that disclosures about the 
clients' values or psychological relationship to sex occurred more than expected in 
humanistic therapies (N=9, p<0.001); and that disclosures related to sexual health 
occurred more in drug therapies (N=30, p<0.001), and were introduced more by the 
therapist (N=17, p=0.03).
The fact that men did not report any instances of sexual violence on the first 
disclosure is not surprising given that women primarily report this (Office for 
National Statistics, 2013), and because it has been found to be an area of significant 
shame for men having undergone these traumatic experiences (Turchik & Edwards, 
2012). Consequently one may expect men to under-report sexual violence, 
particularly for their first sexual disclosure. It was surprising that there were no 
associations found between therapist initiation and response to themes of sexual 
violence however, given how seriously these types of disclosure are taken within 
therapeutic practice. Abuse is a highly sensitive and personal area, and clinicians may 
tread carefully with disclosures of this sort due to fears of re-traumatisation (Farber, 
2006) as well as finding it personally difficult to discuss these disclosures. Fiere is one 
such example of an ambiguous response to a sexual violence disclosure taken from 
item 91 (drug therapy transcript):
"Client: I don't know, I felt like that for a long time, cause I don't if it is 
because my family or is it because of me being raped bv mv brother's friend I 
don't know.
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Psychiatrist: Mm-hmm.
Client: I don't know exactly where it's from.
Psychiatrist: Mm-hmm.
Client: Because my family treated me like a, you know, like I'm an outcast,
certain people in this family does.
Psychiatrist: Mm-hmm. Tell me some more about that''
(Anonymous, 2007)
One other significant association was that humanistic therapists were less 
likely to introduce the disclosure than expected (N=2, p=0.04). Temporarily putting 
aside concerns about sample inclusion biases, this finding seems to align with the 
humanistic ethos of being client-led (Rogers, 1946). Nevertheless the fact that so 
many client sexual disclosures occurred in this type of therapy is likely to also be in 
part attributed to the period in time that these transcripts occurred. One can 
speculate that perhaps clients brought sexual issues more to therapy in the 70s 
because this was a time when clients were considered to be much less educated 
about sex than nowadays (Wiederman, 1998), and had less available resources like 
the internet to educate themselves. This was also a time of historical sexual 
liberation (Allyn, 2000), following on from the U.S. free-love movement in the 60s, 
and may reflect peoples' willingness to discuss sexual concerns and increased 
salience within society. The significant finding that clients were more likely to 
disclose things about their psychological relationship to sex or sexual values in this 
type of therapy may be a further reflection of culture at this time whereby the public 
were being given permission to explore and become curious about their sexual lives, 
identities, and expressions of thus. Here is one such example including an approach /  
prioritisation of the sexual aspect response from the therapist (item 30).
"Counselor: Is that an issue for you? You want to talk about for you?
Client: Yeah. That's a big issue for me.
Counselor: Okay. Talk about it for you.
242
Client: Well I iust-l think I have a lot of sexual hang-ups.
Counselor: What are thev?"
(Anonymous, 1971)
This interaction is in some contract to modern day disclosures with the 
significant finding that themes of physical sexual health were most present within 
modern day drug therapies, and were significantly associated with being introduced 
by the therapist. These findings matched the hypothesis and can be explained by the 
fact that psychiatry is closely aligned with physical health, and the medical model of 
human distress. This suggestion is especially important given that data comprised a 
U.S. selection of transcripts, and sexual concerns have become largely medicalised 
within American health systems (Hart & Wellings, 2002). Again it is possible that one 
reason for most modern sexual disclosures occurring within drug therapy contexts is 
because of the recent societal trend to envisage sexual functioning as a form of 
health or physical disease with a pharmaceutical solution (Hart & Wellings, 2002). 
Many medications, particularly anti-depressants can affect sexual drive, and 
presumably the client would have been made aware of this prior to being prescribed 
them. This may have helped to set up the expectation that these sexual topics are 
valid and relevant to place on the therapeutic agenda for both therapist and client as 
a form of 'permission giving' (Timm, 2009), which may have contributed to the 
increased introductions by therapists related to this theme.
Additionally, while no further predictions were made about the sexual 
themes likely to emerge within the first disclosure, findings are to some extent 
congruent with past research (Farber, 2006). In particular, themes such as 
masturbation and pornography (non-relational sexual activity) did not emerge in the 
first instance. Longitudinal analyses could help uncover how different sexual themes 
are disclosed over time, and how exactly (and whether) they move from the general 
to the specific.
The prediction that sexual disclosures would have an inverse relationship with 
time was not substantiated within the present sample, although this result was 
clearly limited by the lack of available data (N=22). This number was so low because
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most transcripts with sexual disclosure events were missing the prior sessions that 
would have allowed one to conclude that this was the genuine first session with a 
sexual disclosure event. Results were again therefore dominated by the 70s 
humanistic transcripts (N=19) and provide a one-dimensional perspective. Moreover 
the findings related to therapist experience and the introduction of a client-relevant 
sexual theme might not have reached significance for various reasons, with the most 
likely being that this result might relate more to variables outside of the scope of this 
study. Moderating and mediating factors may include items such as personal comfort 
or discomfort with sexual issues, and experience related to working specifically with 
clients' sexual issues rather than generic experience. This data had not been 
collected however, so was unavailable for analysis. The same possibility applies to 
the finding that the overall spread of therapists' responses to client sexual 
disclosures was relatively even, and again bore no apparent association with 
therapist experience in the present sample.
There was however one related and contrasting finding regarding approach 
and avoidance responses. When the therapist introduced the sexual disclosure, 
there was a clear tendency for clients to respond to the sexual aspects o f the 
therapists' speech (78%) versus diversion (5%) and ambiguous (17%) responses. This 
finding is noteworthy for any therapist who may be concerned that clients' will not 
know how to respond to explicit or direct sexual conversation in individual therapy. 
While it is not possible within the present study to code for how appropriate the 
sexual focus was, or how salient it was for the client, results do seem to show that 
for this sample at least, clients do tend to approach the vast majority of the time. A 
diversion away from the sexual theme occurred only in the minority o f responses. It 
is indeed important to bear in mind power dynamics, and that it might be harder for 
a client to steer away from a therapist-introduced theme than vice versa, because 
arguably part of a therapists' role is to help facilitate and focus the clients' attention 
onto a particular topic or matter of concern (Greenberg, Rice & Elliot, 1996). Hence 
to add further weight to the interpretation that actually clients do respond well to 
therapist induced sexual disclosures, it would be helpful to re-kindle one of the 
original aims which was to trail the pattern of discussion throughout the rest o f the
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session, but due to time limitations and complexity of this task it was not possible to 
meet this ambition.
Finally there were a large number of non-significant findings that emerged 
from the exploratory chi-square analyses of how therapy type, and gender of client 
and therapist impacted on the initiation, theme, and response to the sexual 
disclosure. One likely reason (other than sample size) is that the relationships 
between these variables are complex, subtle, and may depend on an amalgamation 
of therapist and client qualities, and the shared relational process between them, 
which lends itself to more complex forms of analysis. Another potential factor that 
might have confused results was that transcripts were collected at different and at 
unknown points in therapy. Therefore it has been hard to know if the first sexual 
disclosure event has been the one coded for. However, each disclosure event was 
the first within each session, which may provide some indicator of how sexual topics 
are responded to once re-introduced across therapy sessions.
Implications and Future Research
The focus of this study was ambitious and broad, and many of the predictions made 
were not substantiated by the data. Limitations within the study have been 
addressed within the presentation and discussion of results. This study does however 
highlight some important areas that are of significant interest and can be built upon 
in future research. Specifically, clients' sexual lives do seem to appear 
disproportionately within drug therapies. This result means that both therapists and 
clients may be being deprived of working in a more holistic way with clients' sexual 
difficulties, in the way that counselling psychology publically advocates. This 
possibility is exaggerated if the therapist is avoidant once clients' sexual disclosures 
do occur in therapy, and it is naïve to expect that sexual concerns will not be present 
even in 'milder' mental health presentations such as anxiety and depression (Laurent 
& Simons, 2009). It was clear from the data that clients do tend to overwhelmingly 
approach therapist sexual content when introduced, so hesitant therapists in today's' 
climate might be reassured by this finding.
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Additionally, it was of interest to note the degree that the role of broader 
contextual factors (like date) seemed to play within the present database sample. 
This finding reminds researchers and clinicians of the importance of holding in mind 
broader cultural and societal factors, and their influence on clients and themselves. 
The current dataset and coding scheme may be progressively enhanced for future 
use by the inclusion of further categories and broader sexual themes. Specifically: 
the level and type of subsequent discussion of the clients' sexual life; which themes 
emerged later; whether there were any admissions of discomfort while speaking 
about the disclosure; and appropriateness of the chosen response to the disclosure 
(as many often co-occurred with more general discussion about relationship to self 
and others). By further expansion of the coding categories, inclusion of more data 
sources, and triangulation of data, the present tentative conclusions can begin to 
move towards firmer ones, helping to inform both clinical research and practice.
Conclusion
While this was an initial exploratory study in a novel area, there do appear to have 
been some preliminary significant findings to build upon in future research studies, 
particularly that clients generally do tend to respond to the sexual aspects of 
therapists statements when made. The contrast between the exploratory discussions 
of sexual themes within 70s humanistic therapies versus a physical health focused 
dominant medical discourse nowadays seems like a fair interpretation to make from 
the data, and that this result reflects the shifting of cultural attitude. This research 
will hopefully encourage and inspire therapists and psychologists to embrace the 
potential of helping clients to discuss their sexual lives in individual practice, 
particularly when clients may be too shy to do so of their own accord, to prevent 
their sexual concerns from being neglected. This message is especially pertinent to 
counselling psychologists who embrace a relational and holistic view of clients' 
mental distress, and needs to be stressed within the current UK time-pressured 
climate where it is easier for sexual concerns to stay even more invisible.
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Personal Reflections
This project has been quite an undertaking both in its' ambitiousness and complexity, 
which I believe are attributable to this being such a subjective and nuanced subject 
matter teamed with a flexible and creative methodology. Consequently it has been 
hard at times to place boundaries around the aims and focus of the study, causing 
initial problems with inter-rater agreement and delaying the progress of the coding. 
Moreover, it has been extremely tough to separate out my clinicians' perspective 
from being a researcher, particularly when dealing with only manifest content. To 
resolve this, I have tried to allow for as much ambiguity to be included within the 
bounds of this methodology in a way that I feel accurately reflects clinical practice, 
and some of the more creative and idiosyncratic terms that people construct to 
discuss their sexual lives.
The primary motivation of the research comes from the idea that it can be 
difficult for many clients and therapists to really make or initiate sexual disclosures. 
In my view, there is something qualitatively different about the moment when 
something moves from being a possibility within ones' mind, to becoming a definite 
fact up for discussion and out there in the therapeutic space, where we as therapists 
are expected to provide some sort of response. This was the rationale for making the 
focus of this study so narrow and explicit; in order to really study what happens 
when the implied moves to the explicit and how real therapists and clients have 
handled this transition.
The process of conducting this research has not been easy and has been the 
first tirhe that I have been involved in such an extensive way with the design, which 
offers a novel and unique perspective on an under-studied phenomenon. Another 
'hat' I have been wearing throughout this process has been my counselling 
psychology one, and I have tried to reflect this in the way that I have constructed my 
themes. By this I mean that not making the assumption that when a client presents 
with a generic sexual problem, or concerns about their desire for sex that it should 
automatically go into the box of physical sexual health, which is more of a medical 
understanding of human sexuality. Until the client presents their problems as being 
one of sexual health, this type of concern would fall under the broader category of
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'psychological relationship to sex'. The client is merely stating that they are having a 
troubled relationship to their sex life, and this may of course be attribute to wider 
contextual factors, not necessary an individual sexual 'dysfunction'. It helped that 
transcripts were coded by a fellow counselling psychologist, who understood the 
nuances that this entailed.
It has been the first year for me that my research interests have tied in with 
those of my placement, which was at a specialist PTSD service. This was the first 
service I have worked in where it was acceptable and even expected to explicitly 
introduce the theme of sexual violence within the first assessment session, as we 
received so many referrals for PTSD related to domestic violence, which often 
included sexual violence. I have been in assessments where my supervisor has taken 
this one step further and asked the client about the type of impact this has on their 
relationships now (including sexual ones). To my surprise, and in a similar fashion to 
what the findings of the present study seem to display, every client who was asked 
this approached the topic, and was able to speak about their experiences. I have also 
found this result within my personal practice, and have become slightly bolder 
recently as a result of conducting this research in checking out the impact that 
exposure to sexual violence has had on client development. However, I still have to 
find a comfortable way to actually introduce asking about their current sexual 
relationships. Like Timm (2009) suggest I think this is a matter of practice, and finding 
a way that is comfortable to introduce the topic without forcing it upon the client by 
giving them the option to refuse to answer.
One other finding that has surprised me in the present research is that I 
thought sexual violence disclosures would occur more within the transcripts, as many 
of my clients both in my first year final year placements had been exposed to this. 
This outcome has made me consider the different types of pressures and 
presentations of clients within a national health system, which aims to offer free 
mental health services to everyone, versus a private healthcare system in the US. 
Privatisation may greatly limit the way in which therapeutic services are accessed by 
both the poorer and most vulnerable. Due to the pressure within the NHS to offer 
brief time limited therapy, the casual pace of many of the U.S. transcripts surprised
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me, because no session looked like the type of focused and diagnostic-centric CBT 
offered in this country within many psychological therapy services. This result gave 
me the impression that due to extreme time and budget limits in NHS services, 
particular themes (including sexual violence) are pursued more forcefully in 
comparison. This pursuit may or may not be a good thing, but appears to be one of 
necessity given the current climate.
Finally I wish to conclude by saying that my aim is not to unnecessarily 
introduce clients' sexual lives into every therapeutic session, but to foster the idea 
that practitioners should always have an awareness in their minds of the possibility 
of clients' sexual lives and how they may be relevant to seemingly unrelated 
presenting problems (Laurent & Simons, 2009). I also wish to encourage practitioners 
and particularly counselling psychologists, to start speaking about working with 
clients' sexual lives within their everyday practice more in order to help break down 
some of the taboos for ourselves, which will ultimately have repercussions upon our 
clients.
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Instructions for authors
This journal uses SchciarOne Manuscripts (previously Manuscript Central) to peer review manuscript 
submissions. Please read the guide for ScholarOne authors before making a submission. Complete 
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essential elements of this broad concept. Leading experts from around the world present original 
work that covers a variety of disciplines, including sexology, biology, medicine, psychology, sociology, 
anthropology, history, and religion.
Formerly titled the Journal of Psychology & Human Sexuality, the International Journal of Sexual 
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violence, and sexually transmitted infections.
Manuscript Submission: IJSH uses an online submission and review system, ScholarOne, through 
which authors submit manuscripts and track their progress up until acceptance for publication. Please 
log onto http://mc.manuscriptcentral.com/wijs for information and instructions regarding registration 
and manuscript submission. Authors will enter pertinent information into the system and submit the 
following files: (a) cover letter file (see description below); (b) title page file that includes the authors'
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the corresponding author, as well as 4-5 key words (Please consult our guidance on keywords here), 
and any acknowledgments. When uploading this file, select the "Title Page and Acknowledgments"
File Designation from the from the drop-down menu; (c) main document file (Word or WordPerfect 
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to reproduce copyrighted material from other sources and are required to sign an agreement for the 
transfer of copyright to the publisher. All accepted manuscripts, artwork, and photographs become 
the property of the publisher. All parts of the manuscript should be typewritten, double-spaced, with
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Appendix B: Sexual disclosure search terms (in no particular order)
Sex, sexual, sexuality, sexy, sexiness, sexed, screw, libido, penis, vagina, virgin, 
molest, rape, rapist, masturbat, porn, sleeping around, sleeping with, sleep with, 
slept with, bed, carnal, lust, erect, intercourse, promiscu, erotic, vagina, rape, incest, 
naked, nude, erogenous, pénétrât, fetish, hooker, prostitut, desire, voyeur, arousal, 
arouse, ejaculat, dyspareunia, paraphilia, frotteur, pedo, BDSM, S&M, grope, 
groping, groped, exhibitionist, foreplay, fond I, pett, caress, made love, stroke, rub, 
making love, make love, lovemaking, oral, anal, fornicat, copulat, whore, mating, 
mate, mated, conceive, nooky, fuck, consummat, cavort, ravage, frigid, turn on, 
horny, semen, sperm, spunk, pussy, cunt, dick, cock, abstinen, virgin, orgasm, climax, 
vagin, coit, debauchery, pleasure, come, coming, fantasy, dirty, weiner, STD, STI, 
bang, bone, bugger, booty, castrat, nasty, get it on, laid, lucky, lay, hump, wet, all the 
way, go at it, make babies, nail, quickie, shag, slap and tickle, hanky panky, spank, 
hard on, get it up, prick, pecker, willy, fellatio, cunnylingus, blow job, hand job, 
finger, clitoris, clitoral, muff, riding, ride, rode, wank, jerk off, jerking off, jack off, 
jacking off, boob, rack, tits, breast, pubic, beaver, lick, knob, cherry, escort, inside 
me, x-rate, genital, touch, f*, celibate, stimulate, impotent, sack, dominatrix, hanky 
panky, slap and tickle, seduce, bondage, swing, fucking around, erectile, penile, 
screwing around, viagara, bestiality, smut, kink, nudity.
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Appendix C: Codebook 
inclusion criteria
Aii transcripts have been selected purposively for their inclusion of an explicit 
sexual disclosure event(s), which must fulfil certain criteria. The sexuai disclosure 
must:
Directly and unambiguously refer to at least one of the following: penetrative 
intercourse, stimulation of intimate body parts, sexual arousal, sexual 
attraction, sexual desire, sexual fantasies, sexual preferences, abstaining from 
sex or being a virgin.
Euphemistic expressions were counted but only if there was an exclusive, 
specific, or direct translation to sexual desire, attraction, arousal, for e.g. 'turn 
on', 'horny', 'slept with', 'nailing'. This is opposed to a broader, or non­
specific term e.g. affair, hooking up, cheating on, coming onto, lovers, being 
homosexual etc.
The disclosure must be being made about the clients' own personal sexual life 
only. If they are discussing the sexual life of their partner, this may only count 
if they relate it back to their own sexual relationship with them.
For the disclosure to count as being therapist introduced, the therapist must 
be asking the client directly and explicitly about an aspect of their sexual life, 
or make clear reference to an aspect of the clients' sexual life.
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Be the first available instance of discussion about the clients' sexual life.
Demographic coding
Therapy type: This is divided into five categories. Information for this may be present 
within the metadata of each transcript or the introductory comments.
1. A value of 1 is given to transcripts that specify that they belong to the category of 
(and any variation or branches of) psychodynamic or psychoanalytic therapies or 
psychoanalysis.
2. A value of is 2 given to transcripts that specify that they belong to the category of 
(and any variation or branches of) behaviour therapies, cognitive behaviour 
therapies, cognitive therapies and rational emotive behaviour therapy.
3. A value of 3 is given to any therapies denoted as being systemic with an individual. 
[Excluded from later analysis].
4. A value of 4 is given to any transcripts that specify that they are to be a mix of 
therapeutic approaches e.g. psychodynamic and cognitive behavioural, or use an 
umbrella term such as "relational therapy''.
262
5. A value of 5 is given to transcripts that specify that they belong to the category of 
(and any variation or branches of) humanistic therapies, client-centred therapies, 
existential and gestalt therapies.
6. A value of 6 is given to any transcripts that specify that they belong to the category 
of (and any variation or branches of) pharmacotherapy or psychiatry.
Gender of client: This is divided into four categories. Information for this may be 
present within the metadata of each transcript, the introductory comments, or may 
be specified within the transcript itself.
1. A value of 1 is given to male clients.
2. A value of 2 is given to female clients.
3. A value of 3 is given to transgender clients.
[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
Gender of therapist: This is divided into three categories. Information for this may be 
present within the metadata of each transcript, the introductory comments, or may 
be specified within the transcript itself.
1. A value of 1 is given to male therapists.
2. A value of 2 is given to female therapists.
3. A value of 3 is given to transgender therapists.
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[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
Session series: This is divided into three categories. Information for this may be 
present within the metadata of each transcript, the introductory comments, or may 
be specified within the transcript itself.
1. A value of 1 is given to transcripts specified as an initial first therapy session, with 
no subsequent session material.
2. A value of 2 is given to transcripts that appear to be of one session, but where it is 
stated that there have been prior therapeutic interactions between the client and 
therapist.
3. A value of 3 when a series of session transcripts are presented between the client 
and therapist.
Presenting Issue: This is divided into two categories. Information for this may be 
present within the metadata of each transcript, the introductory comments, or may 
be specified within the transcript itself.
1. A value of 1 is given when there is clear evidence that the initial reason for the 
client coming to the very first session of therapy was (at least in part) for reasons o f a 
sexual nature.
264
2. A value of 2 is given when other reasons are clearly cited as being the presenting 
problem in the very first session of therapy.
[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
Therapist Experience: This is divided into five categories. Information for this may be 
present within the metadata of each transcript, the introductory comments, or may 
be specified within the transcript itself.
1. A value of 1 is given when the therapist has less than 10 years' experience.
2. A value of 2 is given when the therapist has 11-20 years' experience.
3. A value of 3 is given when the therapist has 21-30 years' experience.
4. A value of 4 is given when the therapist has 31-40 years' experience.
5. A value of 5 is given when the therapist has over 41 years' experience.
[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
Date of therapy transcript: This is divided into five categories. Information for this 
may be present within the metadata of each transcript, the introductory comments, 
or may be specified within the transcript itself.
1. A value of 60 is given to any transcript occurring between 1960-69.
2. A value of 70 is given to any transcript occurring between 1970-79.
3. A value of 80 is given to any transcript occurring between 1980-89.
265
4. A value of 90 is given to any transcript occurring between 1990-99.
5. A value of 0 is given to any transcript occurring between 2000-09.
6. A value of 10 is given to any transcript occurring between 2010-present.
[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
Session number of first available disclosure: Any value may be entered for this 
variable, but this is only relevant to transcripts where the full series of sessions until 
the disclosure event is present. Specify the page number that the genuine first 
known disclosure event occurs on.
Client age: This is divided into eight categories. Information for this may be present 
within the metadata of each transcript, the introductory comments, or may be 
specified within the transcript itself.
1. A value of 1 is given when the client age is specified as being between 11-20 years 
of age.
2. A value of 2 is given when the client age is specified as being between 21-30 years 
of age.
3. A value of 3 is given when the client age is specified as being between 31-40 years 
o f age.
4. A value of 4 is given when the client age is specified as being between 41-50 years 
of age.
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5. A value of 5 is given when the client age is specified as being between 51-60 years 
of age.
6. A value of 6 is given when the client age is specified as being between 61-70 years 
of age.
7. A value of 7 is given when the client age is specified as being over 71 years of age.
8. A value of 8 is given when the clients are a mix of ages in the case of couple 
therapy.
[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
Client status: This is divided into six categories. Information for this may be present 
within the metadata of each transcript, the introductory comments, or may be 
specified within the transcript itself.
1. A value of 1 is given when the client is specified as being single or in a non-marital 
relationship.
2. A value of 2 is given when the client is specified as married.
3. A value of 3 is given when the client is specified as divorced.
4. A value of 4 is given when the client is specified as being separated.
5. A value of 5 is given when the client is specified as being widowed.
6. A value of 6 is given when the client is labelled as anything other than these 
categories e.g. being in a polygamous marriage.
[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
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Client sexuality: This is divided into four categories. Information for this may be 
present within the metadata of each transcript, the introductory comments, or may 
be specified within the transcript itself.
1. A value of 1 is given when the client is specified as being heterosexual.
2. A value of 2 is given when the client is specified as being homosexual.
3. A value of 3 is given when the client is specified as being bi-sexual/bi-curious.
4. A value of 4 is given when the client is specified as being transgender.
[Missing data value 99 is given when this information is missing or there is 
contradictory information about this].
Interaction sequence coding
In all subsequent coding, the label 'therapist' is assigned to any named mental health 
practitioner within the transcripts e.g. counsellor/doctor. Similarly the label 'client' is 
assigned to any named person receiving the therapeutic input within the transcripts 
e.g. patient.
Who introduced the sexuai disclosure: This is divided into two categories.
1. A value of 1 is given when the therapist introduces the sexual topic.
2. A value of 2 is given when the client introduces the sexual topic.
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What is the sexual theme being discussed: This is divided into nine categories based 
on the focus of the theme being presented. Coders must only code the theme of the 
first sexual disclosure, and not subsequent expansion if this changes theme.
1. A value of 1 is given when the theme is sexual violence e.g. rape or harm to 
oneself or another.
2. A value of 2 is given when the theme is about a shared relational process with a 
sexual partner, marital problems etc.
3. A value of 3 is given when the theme is about sexual aspects of sexual identity 
(lesbian, gay, bi-sexual, transgender) or gender confusion. [Later collapsed into 
theme 9].
4. A value of 4 is given when the theme refers to non-relational or self-directed 
sexual activity such as masturbation or use of pornography.
5. A value of 5 is given when the theme is about the sexual process between the 
therapist and client, either sexual attraction, fantasies, acts, thoughts, or finding it 
hard to discuss sex with the therapist.
6. A value of 6 is given when the theme is about the individual's psychological 
relationship to sex in general or their own sex life, for instance having issues self­
esteem related to sexual issues, dislike of sex, or when sex is being used as a type of
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personal development, learning experience, or avoidance tactic. This also includes 
sexual values such as cultural or religious beliefs about sex.
7. A value of 7 is given when the theme is about specified physical sexual health 
issues such as concerns about medications and side effects, medical problems, 
physical sexual dysfunctions, and any issue where the body is the primary concern.
8. A value of 8 is given when the theme is about a factual sexual disclosure about 
their sexual history, or generic reference to sex with no reference to the 
psychological relationship to it or feelings about it.
9. A value of 9 is given when the disclosure is about sexual fantasies, either having 
them or acting them out, and also about sexual desire and attraction.
10. A value of 10 is given when the theme is about sexual fetishes, the use of kink, 
BDSM or S&M practices.
How did the therapist respond: This is divided into three categories. This variable is 
only relevant when the client has made the sexual disclosure, and refers to the 
therapist's first response immediately following the disclosure event.
1. A value of 1 is given when the therapist approached or prioritised the sexual 
aspects of the sexual disclosure. This is defined as any response that acknowledges.
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responds to the sexual aspects of the disclosure, or encourages further exploration. 
This may include showing approval or agreement with the client's view, inviting 
exploration or clarification, reflecting back what the client has said, labelling the 
disclosure as a sexual one or making interpretations about the sexual disclosure.
2. A value of 2 is given when the therapist redirects the topic o f conversation to 
another specific area of focus within the disclosure event e.g. discussing the type of 
medication when the client has brought a concern about the sexual side effects. This 
may also include showing disapproval by being critical of the disclosure, changing the 
topic, being silent in response, and mislabelling it as being about something non- 
sexual.
3. A value of 3 is given when the therapist provides a response that is vaguer or more 
ambiguous, either by responding to the global message or emotional themes 
contained within the clients disclosure, or when it is unclear as to exactly which part 
of the disclosure they are responding to. For instance, "What a story" when the client 
has told a story in which sex forms one aspect of the discussion.
[Missing data value 99 is given when this information is missing, inaudible or the 
transcript cuts off at this point].
How did the client respond: This is divided into three categories. This variable is only 
relevant when the therapist has introduced the sexual theme, and refers to the 
client's first response immediately following the disclosure event.
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1. A value of 1 is given when the client approached or prioritised the sexual aspects 
of the therapist's introduction. This is defined as any response that acknowledges, 
responds to the sexual aspects of the conversation, or encourages further 
exploration. This may include showing approval or agreement with the therapist's 
view, inviting exploration or clarification, reflecting back what they have said, and 
elaborating on the sexual content.
2. A value of 2 is given when the client redirects the topic of conversation to another 
specific area of focus within the disclosure event e.g. discussing the type of 
medication when the therapist has brought a concern about the sexual side effects. 
This may also include showing disapproval by being critical of the sexual content, 
changing the topic, being silent in response, and mislabelling it as being about 
something non-sexual.
3. A value of 3 is given when the client provides a response that is vaguer or more 
ambiguous, either by responding to the global message or emotional themes 
contained within the therapist's introduction of sexual themes, or when it is unclear 
as to exactly which part of the speech they are responding to. For instance, "What a 
story" when the therapist has told a story in which sex forms one aspect o f the 
discussion.
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Appendix D: Sample disclosure events
Item 3. CBT therapy (Therapist Introduced, client approached).
"THERAPIST: Yeah, and you've hooked up with them before,
CLIENT: Yeah.
THERAPIST: When you say hook up, you've had sex with them or - 
CLIENT: I haven't, that's the thing, and that's why I'm hesitant to say that I'm 
totally satisfied because I've only really made out with three boys, one of 
them was sort of like jokingly for him I guess and not for me, I don't know"
(Anonymous, 2010).
Item 31. Humanistic therapy (Client Introduced, therapist diverted).
"CLIENT: Yeah I'm pretty much aware of them, but like one of the basic things 
is that I, I Just haven't any self-confidence in myself and I Just feel like I've got 
to be able to do something about it and I haven't been able to do anything 
about it. And so I really kind of would like to be able to work something out 
and I, I don't know where to begin or where to go with it, but that's one of 
the issues. And the other issue, which probably is somewhat interrelated, is, 
is, I I've been going with going with a guy for four years and, and I, guess 
around that is... are some sex hang-ups that I have. I suppose they're 
probably interrelated, too. You know, lack of confidence but those are kind of 
two sorts of issues that I want to deal with. [0:01:58.1]
COUNSELOR: Can you t... can you say more about the self-confidence? I mean
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I, I kind of sense like when you look at yourself, like you can really sense you 
don't have the confidence in yourself, that you'd really just like to have.
CLIENT: Yeah, well, several things. When I was in undergraduate school I was 
working in drama. It was a small school and I did a lot of acting and I guess I 
was pretty good, but... and I gave some consideration to going into it as a 
profession but felt like I really wasn't good enough. And I kind of feel like if I 
had more confidence in myself as an individual I might have pursued that, so I 
worked for a year and now I'm in graduate school for teaching."
(Anonymous, 1971b).
Item 144. Drug therapy (Therapist Introduced, client approach).
"PT: Or if we're going to go back to Zoloft because now the Lexapro, it doesn't 
do anything different.
DR: It, it, okay, so in terms of your sex drive isn't any better.
PT: Yep, yeah. I don't know, every day I take a Lexapro except today, I didn't 
take a Lexapro, I just took the Lamictal"
(Anonymous, 2009).
Item 48. Brief relational therapy (Therapist introduced, client ambiguous).
"COUNSELOR: Okay. So -  so you say you're with him. And you called him up 
and he came over. And since we had been talking this may be one of the 
places we're having difficulty or that I'm having difficulty is that you said you
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called him up and he came over. And we had been talking very clearly sort of 
about a sexual relationship that you were having with him. But it was unclear 
from your description whether that was what happened or whether you just 
spent some time with him or?
PATIENT: T ha t-tha t's  what happened.
COUNSELOR: Was it -  was it -  is there a reason that that's - is it 
uncomfortable to talk about that directly? To talk about sex or"
(Anonymous, n.d.).
Item 78. Psychotherapy (Client introduced, therapist diverted).
"CLIENT: Yeah. I mean... (sighs) It's also... It's weird seeing... I think part of it, 
it's also when I get so upset, I get upset and angry, it feels very... It feels 
disconcerting and weird also if I'm just like, I don't know. There's not a lot of 
things I've gotten super-angry about in workplaces I work, and this one is still 
makes me still angry. Like, when I think about when I had to continue sharing 
a desk with this guy who was sexually harassing me, that made me angry and 
upset but part of what made me angry was that my manager was willing to, 
happy to let us move apart, but his manager didn't want us to because it 
would look bad. So it's like, I was pissed, but I wasn't pissed at my manager, I 
was pissed at another level up. And during that, I don't know, it was really 
difficult, really hard in a lot of ways. But (inaudible at 00:32:07) I'm not super-
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angry about it anymore. [00:32:11]
When I think of another, another work thing was just like I think that was 
when they tried to get me to work over weekend with no pay and I refused, 
so I had to go to mitigation. I was furious when it first happened, but 
relatively quickly I went from being super-angry to being like, "Well fine, fuck 
you. I'm going to show this to (inaudible at 00:32:44) and bring you that 
maybe this is going a be a real big pain." And I felt more outraged and "this is 
pretty unethical," than angry. Because you're not angry from the part we 
went down I was just like, "Fuck you." And this is just like staying really angry. 
[00:33:14]
And, I mean, I tried talking about it with [name] and his response was pretty 
much, "You don't understand." And he was very literally, "You don't 
understand how much effort goes in to make sure that you don't have to deal 
with him." And I don't really care how much effort he got to go through 
because he was doing what he was supposed to be doing. And (inaudible at 
00:33:46). Like, it's him trying to get my approval or something. For me th a t... 
I'm sorry you have to do your job as a manager, it's difficult for you.
[00:34:07]
Angry and all. And he still won't really, he doesn't want to acknowledge that...
I get to be able to get him to say that Will ever did anything wrong with that 
project. I mean, I saw that thing for a while, but when it comes to that,
[name] always has a sort o f ... Like he has a lot of, "Well, but this, but that. I 
worked really hard on it too." (pause)
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THERAPIST: He kind of evades actually dealing with you."
(Anonymous, 2012)
Appendix E: Results Tables
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Table 1.
Type o f therapy and date o f session
Type of therapy Date of session
1960-1989 1990-1999 2000-2009 2010-2019
Cognitive Count 0 0 0 2
behavioural
therapies Standardised -0.60 -0.40 -1.10 3.7
residual
Psychodynamic Count 0 1 0 6
therapies
Standardised -1.10 0.50 -2.10 5.80
residual
Brief relational Count 0 10 4 00
therapies
Standardised -1.60 7.80 -1.50 -1.30
residual
Humanistic Count 23 0 0 0
therapies
Standardised 9.00 -1.40 -3.70 -1.60
residual
Drug therapies Count 0 0 70 6
Standardised -3.80 -2.60 3.50 -0.90
residual
p<0.001
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Table 2.
Type o f therapy and therapist experience
Under 10 years 11-20 years 21+ years
Type of therapy Therapist experience
Cognitive
behavioural
Count 0 1 3
therapies Standardised
residual
-1.40 -0.10 2.00
Psychodynamic
therapies
Count 6 0 1
Standardised
residual
1.50 -1.40 -0.60
Brief relational 
therapies
Count 5 0 0
Standardised
residual
1.70 -1.20 -1.10
Humanistic
therapies
Count 20 1 0
Standardised
residual
3.20 -2.00 -2.30
Drug therapies Count 13 24 19
Standardised
residual
-2.60 2.10 1.40
p<0.001
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Table 3.
Type o f therapy and client/therapist gender
Type of therapy Gender of client Gender of therapist
Male Female Male Female
Cognitive Count 3 4 3 4
behavioural
therapies Standardised
residual
0.10 0.00 -0.80 1.20
Psychodynamic Count 2 7 8 1
therapies
Standardised
residual
-0.90 0.80 0.70 -1.10
Brief relational Count 5 11 5 11
therapies
Standardised
residual
-0.60 0.50 -1.80 2.70
Humanistic Count 11 13 9 14
therapies
Standardised
residual
0.30 -0.30 -1.70 2.60
Drug therapies Count 33 41 51 4
Standardised
residual
0.40 -0.30 2.10 -3.20
p=0.66 p<0.001
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Table 4.
Therapist experience and introduction of sexuai topic/therapist response
Therapist
experience
Who introduced Therapist response
Client Therapist Prioritise Divert Ambiguous
Under 10 years Count 32 12 14 6 10
Standardised
residual
0.2 -0.3 0.7 -0.6 -0.2
11-20 years Count 16 10 7 2 6
Standardised
residual
-0.50 0.80 0.50 -1.00 0.30
21+ years Count 17 6 3 8 6
Standardised
residual
0.20 -0.40 -1.40 1.70 0.00
P-=0.55 p=0.14
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Table 5.
Therapy type and client/therapist responses
Therapy
type
CBT
Client response
Prioritise Divert Ambiguous 
Count 1 1 1
Therapist response
Prioritise Divert Ambiguous
2 1 1
SDR -0.90 2.20 0.70 0.50 -0.30 -0.40
PT Count 2 1 0 1 2 2
SDR -0.20 2.20 -0.70 -0.60 0.30 0.30
BRT Count 4 0 0 1 4 7
SDR 0.5 -0.40 -0.80 -1.60 0.10 1.60
HT Count 1 0 1 10 4 7
SDR -0.40 -0.30 1.1 0.90 -1.10 0.10
DT Count 24 0 5 17 17 11
SDR 0.30 -1.2 0.00 0.20 0.7 -0.9
p=0.06 p=0.24
CBT=cognitive behavioural therapy, PT=psychodynamic therapy, BRT=brief relational therapy, 
HT=humanistic therapy, DT=drug therapy
SDR=Standardised Residual
Table 6.
Therapist gender and sexuai theme/who introduced
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Sexual theme Who introduced
Therapist
gender
SV REL SP IRS PSH FR FDA Client Therapist
Male Count 4 15 2 12 23 17 3 51 25
SDR -0.40 0.50 -0.10 -0.50 0.80 0.70 -0.60 -0.30 0.50
Female Count 3 10 1 8 5 4 3 26 8
SDR 0.60 0.80 0.10 0.70 -1.20 -1.00 0.80 0.50 -0.70
P--=0.26 p=0.32
SDR=standardised residual, SV=sexual violence, REL=relationship and interpersonal dynamics, 
SP=sexual process, IRS=lndividuai psychological relationship to sex, PSH=physical sexual health, 
FR=factual references and sexual history, FDA=fantasies, desire, attraction
Table 7.
Therapist gender and ciient/therapists responses
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Client response Therapist response
Therapist
gender
Prioritise Divert Ambiguous Prioritise Divert Ambiguous
Male Count 17 1 5 16 17 16
SDR 0.00 -0.40 0.30 -0.40 0.90 -0.40
Female Count 6 1 1 11 4 11
SDR 0.00 0.70 -0.40 0.50 -1.20 0.50
p=0.62 p=0.22
SDR = Standardised Residual
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Table 8.
Client gender and ciient/therapist response
Client response________________   Therapist response
Client Prioritise Divert Ambiguous Prioritise Divert Ambiguous
gender
Male Count 13 12 10 15 1 2
SDR 0.20 0.20 -0.40 0.10 0.30 -0.60
Female Count 17 16 18 16 1 5
SDR -0.20 -0.10 0.30 -0.30 -0.10 0.60
p=0.71 p=0.85
SDR = Standardised Residual
